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The Digestive Tract in 
Roentgenology 


by Jacob Buckstein, M.D. 


Assistant Professor of Clinical Medicine, Cornell University Medical College 


The radiographic method in the study of the digestive tract—its value in 
diagnosis—are presented with a wealth of case histories integrated with 
clinical applications. 

Functional and organic abnormalities are described 
and fully illustrated. Technical procedures generally helpful in the assay of 
these abnormalities are covered. In every section the normal is outlined for 
comparison with the abnormal. 

",.. this work probably rates as the best publication 
on radiology of the digestive tract in any language up to the present writing.” 


— Surgery, Gynecology and Obstetrics 


889 Pages—1,030 Illustrations— $18.00 


J. B. LIPPINCOTT COMPANY, E. Washington Square, Phila. 5, Pa. 
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(] Buckstein, The Digestive Tract in Roentgenology, $18.00 
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*Dexamyt’—a balanced combination of ‘Dexedrine’* and ‘Amytal’t 
—provides the beneficial effects of both its two components: 

The ‘Dexedrine’, because of its “smooth” and profound antidepressant action, 
restores mental alertness and optimism and dispels psychogenic fatigue. 

The ‘Amytal’, because of its calming action, relieves 

nervous tension, anxiety and agitation. 

Combined in DEXAmyL, the two components work together synergistically 

to control troublesome symptoms of mental and emotional distress. 

Widely useful in everyday practice, ‘Dexamyl’ tablets are available in bottles of 50. 
Each tablet contains ‘Dexedrine’ Sulfate (dextro-amphetamine sulfate, 
S.K.F.) 5 mg. and ‘Amytal’ (Amobarbital, Lilly) 4% grain (32 mg.). 


Smith, Kline & French Laboratories, Philadelphia 


Dexamyl" 


*Trademark, S.K.F. 


+Trademark, Lilly 
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Studies on 





Tumour Formation 


By the late G. W. De P. NICHOLSON, M.A., M.B., B.Ch. 
Professor of Pathology, Guy’s Hospital, London 


Doctor Nicholson was among the greatest histopathologists the world has known. 
His studies in pathological anatomy were reknowned for their versatility as well as 
for the amount of information they contained. 


The source of this material was the surgical wards of Guy’s Hospital, London, 

where he was Clinical Microscopist. His twenty “Tumour Studies” which appeared 

637 Pages in Guy’s Hospital Reports were considered classics. Just as Nicholson was persuaded 
to prepare his material in book form, he died. 


Illustrated In this volume, therefore, his “Tumour Studies” are reprinted in the original 

form—with no attempt to change or modify them. All of Nicholson’s drawings 

PRICE appear, too, and no care or expense has been spared in reproducing these illustrations. 
’ 

In a letter to Nicholson acknowledging a reprint of one of his Studies, Sir Arthur 

$15 00 Keith wrote “there is science and poetry combined in it—to say nothing of philosophy.” 


Anyone reading these Studies for the first time can be assured that along with an 
abundance of reliable factual information, he will find much that is arresting and 
entertaining—for Nicholson was a great philosopher and gifted writer, as well as a 
great biologist and pathological anatomist. 


@ . 
a The range of his subjects is astonishing, and his observations make one of the 
finest books it has been our pleasure to present to the profession. 
i a SE Se «ees, ees es ee es ee es ee ee 
The C. V. Mosby Company SMJ 8-50 


3207 Washington Blvd. 
St. Louis 3, Missouri 


Please send me Nicholson’s STUDIES IN TUMOUR FORMATION—S15.00 
Enclosed is check. _.....Charge my account. 


Name... 


Address 
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ayieK ot AMierate 
aval Symptoms 


This convenient plastic Nebulizer distrib- 
utes a mist of minute droplets of PYRI- 
BENZAMINE hydrochloride Nasal Solution 


throughout the nasal passages. 


Relief usually is immediate—complete— 
prolonged. Side reactions rarely occur except 
for occasional transient stinging. It is con- 
venient to carry in purse or pocket and may 


be used at any time in any place. 


The Nebulizer provides several hundred 
applications of PYRIBENZAMINE hydrochlor- 
ide 0.5°% in an isotonic, buffered solution. 
One application in each nostril usually is a 
therapeutic dose and may be repeated as 


required. 


Prrihenzamine 
Nebulizer 


\ Ciba 


PHARMACEUTICAL PRODUCTS, INC. 
\ SUMMIT, NEW JERSEY 


PYRIBENZAMINE @& 


brand of tripelennamine) 2/1554mM 
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When pathogenic bacteria find refuge in the intestinal tract and entrench 
YU themselves beneath the mucosa, THALAMyYD® (phthalylsulfacetimide- 
Schering) will seek them out and destroy them quickly and safely. 


Tuatamyp is highly effective against most gastrointestinal pathogens 


whether they are within the lumen of the gut or have penetrated the 
muscularis. A bsorbable sulf ide, THALAMYD is unique in being 


able to diffuse into the bowel wall, but not into the blood stream. 


HALAMYD 


(Phthalylsulfacetimide) 








More efficient than other nonabsorbable compounds, yet safer than 
absorbable drugs, THALAMyp is indicated in enteritis, dysentery due to 
Shigella and other susceptible organisms, ulcerative colitis and 
preoperative sterilization of the gastrointestinal tract. 

Packaging: Tuatamyp (phthalylsulfacetimide) Tablets 0.5 Gm. Bottles of 100 


and 1000 tablets, 


aw Y CORPORATION + BLOOMFIELD, NEW JERSEY 
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“Beminal” Forte with Vitamin C is 
recommended whenever oral admin- 
istration of massive doses of B fac- 
tors and vitamin C is desirable. Each 
capsule contains: 


Thiamine HCl (B,) . . . 25.0mg. 
Riboflavin (B.) . ... 12.5mg. 


’ Nicotinamide ..... 100.0 mg. 
fo rte: Pyridoxine HC] (Bg) . . 1.0mg. 


Calc. pantothenate . . . 10.0mg. 
Vitamin C (ascorbic acid) 100.0 mg. 


Dosage: One to three capsules daily 
or as directed by the physician. 





S 
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*Beminal” 


for 
therapy 


Ayerst, McKenna 


) 


The “Beminal” family comprises five distinctive com- 
binations for the selective treatment of B deficiencies. 





© 1. “Beminal’ Forte with Vitamin C. 
Capsules No. 817 
2. “Beminal’’ fortified with Iron and 
*B’ Liver, Capsules No. 816 


3. “Beminal’’ fortified with Iron, Liver, 
and Folic Acid, Capsules No. 821 

4. “Beminal”’ Forte Injectable (Dried) 
No. 495 

5. “Beminal’ Tablets No. 815 


& Harrison Limited 


4 


22 E. 40th St., New York 16, N. Y. 
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new and different salt substitute 


... tastes like salt nS 


congestive 


it laaeeliitia: 


toxemias 
of pregnancy 





CO-SALT tastes so much like table salt that low so- 
dium diet patients can actually enjoy their food again. 
With CO-SALT in place of sodium chloride, they will 
cooperate more fully in following your diet.. .will 
be better nourished...and intake of edema-causing 
sodium will be held to a minimum. 


CO-SALT CONTAINS NO LITHIUM ... is not bitter, 
metallic, or disagreeable in taste. It is the only salt 
substitute that contains choline. 


CO-SALT — for use at the table or in cooking—will 






Tt MS be a joy to low-sodium diet patients. 
eet 
Professional Samples oe INGREDIENTS: Choline, potassium chloride, ammo- 


Upon Request nium chloride and tri-calcium phosphate. 


Accepted for advertising in 

f the Journal of the American 
Medical Association. 

Casimir Funk Laboratories, Inc. 


affiliate of U. S. VITAMIN CORPORATION 
250 E. 43rd St. » New York 17, N. Y. 


Available: 

2 oz. shaker 
top package 

8 oz. economy 
package 
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patients can't 


“SLEEP OFF” hypertension... 


prolonged vasodilation should accompany sleep 
as well as the day's activities. (One more reason why 
NITRANITOL is the most universally prescribed 


drug in the management of hypertension.) 


NITRANTTOL 


FOR GRADUAL, PROLONGED, SAFE VASODILATION 


When vasodilation alone is indicated. Nitranitol. 
(% gr. mannitol hexanitrate. ) 





Merrell When sedation is desired. Nitranitol with Pheno- 


; v . avs : “ae wth & , : 
Pr rae barbital. (4% gr. Phenobarbital combined with % gr. mannitol 
hexanitrate. ) 


For extra protection against hazards of capillary 
fragility. Nitranitol with Phenobarbital and Rutin. 
(Combines Rutin 20 mg. with above formula. ) 


When the threat of cardiac failure exists. Nitranitol 
with Phenobarbital and Theophylline. (% gr. mannitol 
hexanitrate combined with \% gr. Phenobarbital and 1% grs. 
Theophylline. ) - 
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So heavy was the death 
toll from malaria in ancient 
times, that a Chinese 
manuscript of the third 
century B. C. advised 

the traveler preparing for a 
journey to regions where 
chang-chi (“malicious air”) 
prevailed to make 
arrangements for the 
remarriage of his widow.' 


Be spa~ Six was 








Malaria still presents an outstanding medical prob- 
lem, although great strides have been made in 
malaria control and therapy. Aralen signalizes an 


important advance in the treatment of malaria. 


e highly effective—producing rapid sympto- 
matic relief 


e few relapses and long periods between 
relapses 


e low incidence of gastro-intestinal irritation 
¢ no discoloration of the skin 


e well tolerated in therapeutic doses 


AUTHORITATIVELY RECOGNIZED 

Extensive investigations carried out under the aus- 
pices of the Board for the Coordination of Malarial 
Studies of the National Research Council estab- 
lished the great value of Aralen diphosphate.” 


1 Beckman, H.: Treatment in General Practice. Philadelphia, W. B. Saun- 
ders Co., 1946, p. 103. 

2. Loeb, R. F. (Chairman, Board for Coordination of Malarial Studies) et 
al: Activity of a New Antimalarial Agent, Chloroquine (SN7618), 
J.AM.A., 130:1069, Apr. 20, 1946. 
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Triple 


treatment 









DIARRHEA 


(specific and nonspecific) 





Cremosuxidine 


1 Sulfasuxidine® succinylsulfathiazole, 10.0% 
b Pectin, 1.0% 


$ Kaolin, 10.0% 


Diarrhea is a nuisance, “‘one of the commonest symptoms of 
illness in the human race,”’* and a real menace, accounting for 
nearly 1% of deaths reported in the United States. In ten Southern 
States, in 1946, more deaths were reported due to diarrhea than 
to typhoid and scarlet fevers, pertussis, diphtheria, malaria, 
measles, and poliomyelitis combined! * 

Cremosuxidine® offers a new, palatably flavored, exceptionally 
effective triad for control of specific and nonspecific diarrheas: 
potently bacteriostatic, relatively nontoxic Sulfasuxidine®, 
detoxicant pectin, and protective, adsorbent kaolin. Cremosuxidine 
may be administered for bacillary dysentery, paradysentery, 
salmonellosis, diarrhea of the newborn, and so-called ‘summer 
complaint.” Supplied in Spasaver® bottles containing 16 


fluidounces. Sharp & Dohme, Philadelphia 1, Pa. 
*Gray, A. L.: Southern Med. J., 43:320, April, 1950. 
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To some, the needle and syringe are 
harbingers of relief from the disturbing 
symptoms of estrogen deficiency. To 
others, their very sight is torture. 


The fearful, timid woman 
may be the one of large frame, 
in the man-tailored suit, while 
her fluttery sister in ruffles and 
bows accepts the needle without 
@ quiver. 






Some Quiver coef 


Estrogenic Substances-Breon from 
natural sources are for parenteral in- 
jection. Some menopausal patients 
report—aside from the effect on vas- 
omotor symptoms—a welcome sense of 
well-being and relaxation from such 
natural estrogens. 


For those to whom the convenience 
and economy of oral administration are 
important, Diethylstilbestrol Dipro- 
pionate Caplets-Breon are available. 

The physician has, between these 
two aids, wide latitude in type, in po- 
tencies, and in route of application. 
With them he can satisfy both the 
needs and the preference of his patients, 


Estrogenic Substances 


in Oil Solution-Breon 
ampuls of 10,000 I.U. per cc and multiple 
dose vials of 10,000 and 20,000 I.U. per cc. 


poe Diethylstilbestrol Dipropionate 


Caplets-Breon 
0.2, 0.5, and 1.0 mg. 








George A. Breon« Company 


KANSAS CITY. MISSOURI 


RENSSELAER, N. yY. 
ATLANTA 
SAN FRANCISCO 
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Depletion of the critical water-soluble 
B complex and C vitamins occurs so 
commonly in the presence of physical 
pathology, as to make a presumption of 
nutritive impairment? almost axiomatic. 
Essential to normal cell metabolism and wound 
healing, these poorly-stored, readily-diffusible factors 
must be replenished — usually by massive dosage 
— if tissue rehabilitation® and return to health* are 
to be expedited. * Allbee with C ‘Robins’ provides this all-important 
“saturation dosage” in convenient capsule form. It incorporates 
the important B factors in 2 to 15 times daily requirements, plus 
250 mg. of vitamin C — the highest strength of ascorbic acid 
available today in a multi-vitamin capsule. * Its prescription 
represents a sound contribution toward decisive recovery from 
disease, or toward pre- and post-operative nutritional support.? 


A. H. ROBINS CO., INC. - RICHMOND 20, VA. 
Ethical Pharmaceuticals of Merit since 1878 


FORMULA: Each Allbee with C capsule contains: 











Thiamine hydrochloride (Bi) ......cscsssssssssesssseseees 15 mg. 
Riboflavin (Bz) 10 mg. 
Nicotinamide 50 mg. 
Calcium pantothenate 10 mg. 
Ascorbic acid (C) : 250 mg. 





REFERENCES: 1. Coller, F. A. and DeWeese, M. S.: Preoperative and 
Postoperative Care, J.A.M.A., 141:641, 1949. 2. Jolliffe, N. and Smith, J. J.: 
Med. Clin. North America, 27:567, 1943. 3. Kruse, H. D.: Proc. Conf. 
Convalescent Care, New York Acad. Med., 1940. 
4. Spies, T. D.: Med. Clin. North America, 27:273, 1943. 


allbeeunc 


‘ 
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Safe and 
reliable 


Heparin/Pitkin Menstruum 





prolonged 
anticoagulant 

\’ action in 
thromboembolic 


| disorders 


Ever widening recognition and steady 
increase in the application of 
anticoagulation therapy have emphasized 
the need for an economical, safe, and 
reliable anticoagulant preparation. 


Heparin/Pitkin Menstruum* ‘Warner’ 


PACKAGE INFORMATION: 
Heparin/Pitkin Menstruum* ‘Warner’ (plain) 


without Vasoconstrictors 

Cartons, 1 and 6 ampuls each 

2-cc ampuls, each containing 200 mg heparin sodium salt 
3-cc ampuls, each containing 300 mg heparin sodium salt 


Heparin/Pitkin Menstruum* ‘Warner’ 

with Vasoconstrictors 

Cartons, 1 and 6 ampuls each 

2-cc ampuls, each containing 200 mg heparin sodium salt with 
vasoconstrictors** 

3-ce ampuls, each containing 300 mg heparin sodium salt with 
vasoconstrictors *** 

**Each cc of the Menstruum contains 12.5 mg of ephedrine sulfate 
and 0.5 mg. of epinephrine hydrochloride 

***Each cc of the Menstruum contains 8.3 mg of ephedrine sul- 
fate and 0.33 mg of epinephrine hydrochloride 


References: (1) Loewe, L., Hirsch, E., Grayzel, D.M., and 
Kashdan, F.: Experimental Study of the Comparative Action of 
Heparin and Dicumarol on the In Vivo Clot, J. Lab. Clin. Med., 
33:721, 1948. 

(2) Evans, J.A., and Dee, J. F.: Anticoagulant Treatment of Post- 
operative Venous Thrombosis and Pul y Embolism, New Eng. 
J.M., 238:1, 1948. 





#7. M, REG. U.S. PAT. OFF. 


provides the means for prolonged 
anticoagulation action which affords 
“... consistently satisfactory results.” 
HEPARIN/PITKIN MENSTRUUM® ‘Warner’ 
inaugurated a new era in the preventive 
and therapeutic use of heparin in 
thromboembolic disorders, venous 

and arterial. 


Evans and Dee‘ comment that 

“, .. the advent of heparin in Pitkin 
menstruum will popularize anticoagulant 
therapy as a safe and reliable 

method of treatment.” 





William R. Warner & Co., Inc. 


Los Angeles 


New York St. Louis 
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ihe ideal single preparation for ill-defined secondary anemias 











a” 


Feosol Plus 


Feosol Plus combines—in a carefully balanced 





formula—ferrous sulfate (grain for grain the 
most effective form of iron), liver, and seven other 
factors essential to optimal production of red 
blood cells. It is, therefore, most useful for 

the treatment of those ill-defined secondary 


anemias which resist treatment with iron alone. 


Look what each capsule contains! 


Ferrous sulfate, exsiccated. . . . . 200.0 mg. 
Desiccated liver, N.F. . . . . . . 325.0 mg. 


aaa 
Thiamine hydrochloride (B,) . . . 2.0 mg. 


Riboflavin (B,) ........ =. 2.0 mg. 
Nicotinic acid (Niacin) . . ... . 10.0 mg. 
Pyridoxine hydrochloride (B,) . . . 1.0 mg. 
Ascorbic acid (C) . ..... . . 50.0 mg. 
Pantothenic acid ........ 2.0 mg. 


Dosage—3 capsules daily, one after each meal 


Packaged—in bottles of 100 capsules 


Feosol Plus by no means replaces ‘Feosol’—the standard therapy in simple 


iron-deficiency anemias. 


*Feosol Plus’ T.M. Reg. U.S. Pat Off. 


Smith, Kline & French Laboratories, Philadelphia 
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To state that one and one make more 
than two is unacceptable mathemat- 
ically. But pharmacologically, it is a 
simple fact that a Cholmodin (Brand) 
tablet represents more than the sum 
of its two ingredients in the correc- 
tion of constipation. 


Cholmodin tablets contain deoxy- 
cholic (bile) acid in combination with 
a small amount of extract of aloe. 
Emodin, hydrolyzed from aloe, is a 
specific colon stimulant. Deoxycholic 
acid activates the hydrolysis of aloe 


Each tablet contains 1% gr. (0.1 Gm.) deoxycholic acid, 
a natural eliminant; and % gr. (0.05 Gm.) extract of aloe. 
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through its uniquely high surface 
activity. The low aloe content of 
Cholmodin is thereby spread out over 
a large area of the colon, and the 
emodin is liberated very evenly. Thus, 
Cholmodin produces its typically 
mild, non-griping, corrective action, 
usually resulting in a soft and formed 
stool without loss of water. 

Cholmodin (Brand) tablets are widely 
indicated and may safely be given for 
correction of habitual and “atonic” 
constipation in all types of patients. 


BRAND 


Bottles of 50 and 500 tablets. 
Cholmodin, Trademark Reg. U. S. Pat. Off. 


/\) AMES COMPANY, INC., ELKHART, INDIANA 





‘v'S'N ‘YNVIGNI "809 JOMO] 38 syonpoid 19},9q YySnosy} 

siyousq ayqnd ayy, ‘sa1s0ye10qe] Al[?J 243 ut uononp 

-oid jo spoyjaur Surssa1301d-19A9 Aq payoyeur st Ayddns jo 

JUsWDAOIdUTT JURISUOD sTyT. ‘Sutssoo01d feonnsoewseyd 

by OJ Spue]s Jo 90INos Surseasour ue sainsse speutue Ayiyeay 
é 


9 SITOdVYNVIGNI 


ANVdWOD GNV AllIT 1134 


*ysenbas uodn 7190)}10aD $1 soupyoqy uvans «9 uorpsjsnyyr styy fo uoumnposdas atl *,6LV 


jo souepunge Suimois y "YPOIsaATT 19939q sdoyaaap 
YOrYM 2189 JUdSITIP 24) UaAId st UONTUSOIE1 PaAJasop 
“TPM S494M “We T 9381g 243 0} pea, speor AnUNOD IW 


uogqi4 aniq ous 

















30 ce. Size A 

™Poule - 
— uy, pin hn - 
a RIFIED Ling yRAcr 


le Us, P. Vas 















fully effective 


Control of appropriate anemias 
with liver extract 
is a long-recognized 


and well-established certainty. 


The integration of several potent factor, 
not just one, 


makes liver extract therapy complete. 


For uniformity of effect, 

Lilly Liver Extracts 

are repeatedly standardized 

on suitable patients in relapse. 
Thus, satisfactory clinical response 
is both an unvarying requirement 
of the manufacturer 

and your assurance of 


constant effectiveness. 


} 
< ll y 


Detailed information and literature 
on Litty Liver ExTRACTs are sup- 


plied through your M.S.R.* 


*M.S.R.—Lilly Medical SERVICE Representative 
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The sum of CHOBILE therapy 

is increased volume output — 
of bile with measured replacement 

of indispensable cholic acid, the substance 
credited with being the crucial factor 

in bile acid formation, 


Thus, CHOBILE produces a biliary flush without 
the risk of secretory exhaustion... by supplying 
cholic acid for maintaining the concentration 

of natural bile acids. 


CHOBILE: 





Indicated in biliary stasis, indigestion, 
epigastric distress and constipation of 
biliary origin. Each CHOBILE tabule con- 
tains cholic acid conjugated as sodium 


glycocholate and sodium taurocholate 


(1% gr.), and ketocholanic acids (14 gr.). 


Samples and literature on request. 
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PRESCRIBED FOR MORE THAN 7 YEARS IRWIN, NEISLER & CO. & DECATUR, ILL. 
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allergic patients remain alert... 


Clinical reports describing the use of 


' 
I 
t 
' 
' 
| 
Thephorin in 2564 patients with hay fever 
> +: el a ' 
and other allergies indicate an incidence | 
of drowsiness of only 2.92%. In contrast | 
: a ; : ! 
with other antihistamines, Thephorin can 
therefore be given to motorists and other j 
patients who have to remain alert. Highly 


effective and well tolerated in most cases, 
and as a palatable syrup which permits 
convenient adjustment of dosage. 


Thephorin is available in 25-mg tablets | 
H 
HOFFMANN -LA ROCHE INC « NUTLEY 10 e N. J. H 
1 

’ 

i 

! 

! 

' 

I 

i 


Thephorin’ 


brand of phenindamine 
# 
‘Roche 


oe ee ee 
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8 to 24 hours’ relief 


@ This is not “just another antihistaminic.”” It’s new and 
different: Di-PARALENE Hydrochloride. Di-PARALENE has a 
piperazine base instead of the conventional ethylenediamine. 
Compared with agents heretofore available, it is outstanding in its 
long duration of action—8 to 24 hours’ relief after a single dose. 

@ In general, there have been fewer side-effects reported than usually 
expected with drugs of this type. The degree and range of effectiveness 
—hay fever, urticaria, allergic dermatitis—has been equal. 

@ Initially Di-PARALENE should be administered in 50-mg. doses three 
times a day for the average adult, but this dosage in most cases can 
soon be reduced to one or two doses daily. When Di-PARALENE is taken 
at bedtime, relief may be obtained throughout the night. In many cases, 
no additional dosage will be required until the patient again retires. 

| 


@ Why not give it a trial? Your pharmacy has D1-PARALENE 
Yo in 25-mg. and 50-mg. tablets in bottles of 100 and 500. Obbeott 
| NOTE THE NAME a P | ’ 
Di-Paralene { ydnochloride 


(Chlorcyclizine Hydrochloride, Abbott) 
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re ~ f @ KAOLIN—recognized for centuries as a 
GEL—ideal as a base and providing out- 
standing added protective, soothing, and 

r n addition to its soothing, local colloid 
action. Pleasant-tasting, easy to take 
pa provides the benefits of three clinically es- 
y/ VY, y 1C. Wis tablished coacting agents; quickly restores 


most effective adsorbent and demulcent; 
IS 
adsorptive properties; 
UF KAOMAGMA’ 
the patient’s comfort. 


@ AUGMENTED BY A SPECIAL ALUMINA 
p [ e@ WITH PECTIN—contributing bland bulk in 
WITH PECTIN 
Bottles of 12 fl. oz. 










Wye Incorporated, Philadelphia 3, Pa. Wyeth 
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Whites 
OTOMIDE 


FORMULA: 
Sulfanilamide..--+°*"* 5% 
rea (carbamide) .--+- 10% 


Chlorobutanol 
(chloral derivative)... 3% 


Glycerin 
(high specific gravity). - 4-5 
* 


d ounce (1 5 ce.) 











in dropper pottles of Vo flvi 
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Patient 
under Treatment 


FOR URINARY 









TRACT INFECTION 









’ 
meantime enjoys 

| Gnattifying 

I 

' . . 4 

,? 

Ue 

* from distressing 

symptoms 

i Win orally administered Pyridium—an effective, safe urinary 
H analgesic—physicians can give patients with urinary tract infection prompt relief 


from such symptoms as urinary frequency and pain and burning on urination. 


Pyridium in therapeutic dosage is virtually nontoxic and may be administered 
throughout the course of treatment with streptomycin, penicillin, the sulfonamides, 
or other specific therapy. 
The complete story of 






Pyridium is the trade-mark of Nepera Chemical Pyridium and its 
Co., Inc., spetane to Povidintn Covbe ration, for its clinical uses ts avail 
brand of bhenylazo-diamino-pyridine HCl. Merck 3 nya aaa 


e> Co., Inc. sole distributor in the United States. _ put ; able upon request. 


a ‘Hn 





Pyridium’ 


(Brand of Phenylazo-diamino-pyridine HCl) 


MERCK & CO., INC. Manufacturing Chemists RAWWAY, NEW JERSEY 
In Canada: Merck & Co. Limited — Montreal, Que. 
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Product of. Kiker esearch 


standardized for hypotensive activity in mammals—a new active 


sn | 
A potent alkaloidal fraction of Veratrum viride—biologically 6 
principle not heretofore available, for the treatment of hypertension. 3 


BIOLOGICALLY STANDARDIZED IN 
MAMMALS. Veriloid is carefully standard- 
ized in dogs; drop in blood pressure is used as 
the end point. In consequence, its hypo- 
tensive activity does not vary from tablet to 
tablet, from bottle to bottle, or from batch 
to batch. It is the first preparation of its 
kind available for clinical use. 


PROMPT CLINICAL RESPONSE. The 
effect of Veriloid on the blood pressure is 
apparent within an hour or two after admin- 
istration. While individualization of dosage 
is essential for maximum benefit, in the 
majority of patients the average dose of 2.0 
mg. to 5.0 mg. three or four times daily after 
meals and at bedtime leads to a significant, 





*Trade Mark Riker Laboratories, Inc. 


sustained drop in arterial tension with con- 
comitant subjective improvement. 


PROLONGED THERAPY POSSIBLE. 
In most patients, treatment with Veriloid may 
be continued as long as necessary. Unlike 
many other hypotensive agents, Veriloid usu- 
ally may be given without decrease in thera- 
peutic effect, since drug tolerance is not likely 
to develop. Frequently, reduction in dos- 
age is possible as the circulatory system 
improves from the lowered arterial tension. 


Veriloid is available on prescription through 
all pharmacies in slow dissolving tablets con- 
taining 1.0 mg., in bottles of 100 and 200. 


RIKER LABORATORIES, INC., 8480 BEVERLY BLVD., LOS ANGELES 
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symptomatic relief 
in hay fever 


Your hay-fever patient wants most 


J 


<< 2 
Ss 
ow 






\ 


© 
i” 


of all the ability to breathe normally 
—so that he can eat and enjoy it, 
sleep and be rested, work and play 
unhandicapped. For him, you can 
recommend Benzedrex Inhaler and be 
virtually sure that it will free him 
promptly of hay fever’s most 


annoying symptoms. 
Benzedrex Inhaler 
has four outstanding advantages: 


1. More rapid vasoconstriction 

2. More prolonged vasoconstriction 
3. Clean, medicinal odor 

4. No excitation or wakefulness 
Smith, Kline & French 

Laboratories, Philadelphia 


Benzedrex Inhaler 


the best inhaler ever developed 





*Benzedrex’ T.M. Reg. U.S. Pat. Off. 
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A New, Distinctive Synthetic ANTISPASMODIC 






HIGHLY POTENT... NON-TOXIC 
DUAL ACTIVITY 
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X-ray, typical 
spastic gut 


THE THIOL LINKAGE, chemically 
incorporated for the first time in a synthetic 
antispasmodic drug, is responsible for the 
extremely high potency of Trocinate. 


X-Ray, typical 
normal gut 


TROCINATE (Beta-diethylaminoethyl-diphenylthioacetate hy- 
drochloride) offers in a single molecule all the advantages 
and none of the disadvantages of atropine and papaverine. 
Note these outstanding properties: 


0 Strong musculotropic action 

2) Strong neurotropic action 

© Non-narcotic 

4) Remarkably free from side-effects, 


low in toxicity 


Professional samples are available. Write Wm. P. Poythress and Company, Incorporated, Richmond 17, Va. 


INDICATIONS: For the relief of smooth muscle spasm; as 
existing in pylorospasm, gastric hyperacidity, gastric or duo- 
denal ulcer, gastritis, enteritis, colitis, irritable colon, biliary 
colic, biliary dyskinesia. 


DOSAGE: Adults—one or two tablets, three or four times a day. 
(Swallow whole to avoid local anesthetic effect). 


SUPPLIED: Trocinate (pink sugar-coated tablets) contains 
100 mg. Trocinate. 


Trocinate with phenobarbital (red sugar-coated tablets) con- 
tains 65 mg. Trocinate and 15 mg. phenobarbital. Available 
in bottles of 40 and 250 tablets. 


diphenylthioacetate hydrochloride 
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for failing and Pp | 
convalescent hearts asano 


oe 





PASANOL (Tilden) provides prompt dependable ehtien citi 


cardiotonic and vasomotor stimulation to help bring more comfort Digitoxin...... 1/350gr. 0.6 mg. 

Strophanthin ....1/25 gr. 8.5 mg. 
and perhaps longer life to grateful cardiac patients. PASANOL is Strychnine Sulfate . 1/25 gr. 8.5 mg. 
ois P ° " ° ‘ Nitroglycerin .... 2/25 gr. 17.00 mg. 
liquid, convenient, dosage easily adjusted. Indicated in... hens + . 


Cactus grandiflorus . 1/2 gr. 0.11 mg. 
myocardial insufficiency, heart failure, heart musculature 


weakness following severe or chronic illness, etc. 





physicians should write for 
OVER 125 YEARS OF FAITHFUL SERVICE 


TO THE MEDICAL PROFESSION . . . BY THE sample and literature 
OLDEST MANUFACTURING PHARMACEUTICAL 
HOUSE IN AMERICA! FOUNDED 1824 


to: 


The TILDEN Company 


New Lebanon, N. Y. @ St. Louis, Mo. 

















950 





mg. 
mg. 
mg. 
mg. 
mg. 


for 


ny 
Mo. 





Vol. 43 No. 8 


SOUTHERN MEDICAL JOURNAL 27 


Must side effects hitchhike... 


with effective 


relief in bronchial 
asthma? 





CINCINNATI ¢ U.S.A. 


For years, relief in bronchial asth- 

ma has carried unwelcome side effects 
with it—nervousness, palpitation, 
increased blood pressure, insomnia. 
But now, NETHAPRIN makes prompt, 
symptomatic relief possible — essen- 
tially free from the undesirable side 
actions of ephedrine. 


In bronchial asthma and similar allergic 
conditions, NETHAPRIN can be relied 
upon to provide effective relief . . . 
increased vital capacity . . . better 
feeling of well-being. Yet its bron- 
chodilator, Nethamine, ‘‘causes very 
little central nervous stimulation and 
produces little or no pressor action.”! 


NETHAPRIN* 


SYRUP CAPSULES 


Each capsule or 5 cc. teaspoonful contains: Nethamine® Hydrochlo- 
ride 25 mg., Butaphyllamine® 60 mg., Decapryn® Succinate 6 mg. 





When Phenobarbital is preferred to the antihistamine, prescribe 
NETHAPHYL®-—in full or half strength. 


lHansel, F. K.: Ann. Allergy, 1:199-207, 1943 
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REASONS 
WHY 


the BAXTER 
Closed System 





is an established, 


preferred method 
of blood banking... 





no contact with outside air 


With the BAXTER CLOSED 
SYSTEM, blood can be drawn 
and stored for a maximum 
period; or, plasma or serum 
can be prepared—all without 
risk of contamination from 
outside air. 


controlled vacuum 


BAXTER containers utilize 
mechanically induced vacuum 

to draw a large volume of blood 
into the bottle. This vacuum 
permits transfer of blood or 
plasma from one container to 
another, aseptically, without any 
break in the closed technique. 


steady flow 


During administration air enters 
the container through an air 
tube. A steady flow of blood 

or solutions results, rather than 
intermittent gurgling. 


faster and easier 


The BAXTER method is a model 
of streamlined efficiency, 
simplicity, and safety, and can 
be brought into use instantly. 


standardized technique 


Because the BAXTER closed 
system is used in more 
hospitals than any other 
method, most nurses 

are thoroughly trained 

in the procedure. 


a demonstration of the 
complete BAXTER program of 
blood banking and parenteral 
therapy can be arranged 
without obligation. 


BAXTER LABORATORIES, INC. 


Morton Grove, Illinois - Cleveland, Mississippi 


DISTRIBUTED AND AVAILABLE IN THE 37 STATES EAST OF THE ROCKIES (except in the city of El Paso, Texas) THROUGH 


AMERICAN HOSPITAL SUPPLY CORPORATION 


GENERAL OFFICES - EVANSTON, ILLINOIS 
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“Of 4.28 cases [of 

seasonal rhinitis 

and perennial 

rhinitis of 

allergic origin], La hoy fever, cstime ond other 


allergic manifestations, the clinical 
60% to 10% effectiveness of Hydryllin and its rela- 
tive freedom from side reactions has 


been amply demonstrated. Hydryllin 


were benefited.” 


NOTE: A table, listing the not only furnishes an active antihista- 
results obtained in hay fever, minic principle but also the stimulating, 
shows that Hydryllin was antiasthmatic and spasmolytic effects 
used by ninety-seven patients of Searle Aminophyllin. 

and that 73 per cent ex- 

perienced from 50 to 100 HYDRYLLIN® DOSAGE FORMS 


per cent benefit. 
Hydryllin Tablets 


Diphenhydramine (Searle)........ 25 mg. 
Aminophyllin (Searle)........... 100 mg. 
Gay, 2 N,; Landau, Ss. W ; 


Cazlines, P.E.; Davidson,N. Hydryllin with Racephedrine HCI Tablets 


S.; Furstenberg, F. F.; Her- Diphenhydramine (Searle)........ 25 mg. 
man, N.B.; Nelson, W. H.; Aminophyllin (Searle)........... 100 mg. 
Parsons, J.W., and Winken- Racephedrine Hydrochloride...... 25 mg. 
werder, W. W.: Comparative 

Study of Antihistamine Hydryllin Elixir 

Substances: III. Clinical (4 cc. = Ya Hydryllin tablet) 

Observations, Bull. Johns 7 

Hopkins Hospital 83:356 Hydryllin Compound 

(Oct.) 1948. (Cough Syrup Preparation) 





Research in the Service of Medicine 5 Pa A * L & 


G. D, SEARLE & CO., CHICAGO 80, ILLINOIS 
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Quickly and surely 


Mor ¢” 


Mace, the Mack 


For the asthmatic or cardiac patient, AMINET Suppositories present definite 
advantages over ordinary aminophylline suppositories: 


The unique Bischoff base* (without cocoa butter) prevents inactivation 
of the active ingredients and favors more rapid absorption. 
Potency is protected and stability is assured. 


MINET Suppositories 


are always therapeutically fresh and melt at body temperature. 


The combination of aminophylline and sodium pentobarbital, readily absorbed 
by rectum, quickly relaxes the bronchi, calms the patient and allays anxiety 

and apprehension. Relief—in a matter of minutes—is prompt 

with AmMINET Suppositories, and is prolonged for hours. Response 

is excellent, even in epinephrine fast patients. 


Since AMINET Suppositories are easily administered by the patient himself 

at the first indication of an impending attack, they are highly useful in 

acute bronchial asthma, as well as seasonal asthma, cardiac asthma (paroxysmal 
nocturnal dyspnea) and Cheyne-Stokes respiration. Tolerance 

to AMINET Suppositories is greater than to aminophylline injections. 


AMINET Suppositories are available in: 


Full strength containing aminophylline 0.5 Gm. (gr. 714) and 
Sodium pentobarbital 0.1 Gm. (gr. 144) 


Half strength containing aminophylline 0.25 Gm. (gr. 334) and 
Sodium pentobarbital 0.05 Gm. (gr. *4) 


Benzocaine has been added for its anesthetic effect. 


*Patent Pending 


e 
Bischoff, FRNST BISCHOEREF COMPANY IN€ © IVORYTON, CONN 
NR SE 
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How effective is ACNOMEL in ACNE? 


New evidence from a comprehensive study 


100 patients with acne were treated with Acnomel—S.K.F.’s rapid-acting, 
lesion-masking acne preparation. Writing in The Journal of the A.M.A., 
the author reports of Acnomel— 


‘‘Acne was either arrested or decidedly improved in all cases.” 


Flesh-tinted Acnomel ‘“‘matched the average skin, enabled the patient to cover 
the lesions and thus prevented embarrassment”’ and psychological trauma. 


In Acnomel you have, for the first time, a preparation which meets the 
essential therapeutic and cosmetic requirements for the successful topical 
treatment of acne. Acnomel contains resorcinol, 2%, and sulfur, 8%, in a 
special grease-free vehicle. 


*Dexter, H.: Studies in Acne, J.A.M.A. 142:715 (March 11) 1950 


ACNOMEL 


a significant advance, 
clinical and cosmetic, 


in acne therapy 





Smith, Kline & French Laboratories, Philadelphia 


*‘Acnomel’ T.M. Reg. U.S. Pat. Off. 
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maintain edema-iree state 


Only one or two tablets daily—plus an occasional injection—are 
needed to maintain the cardiac patient at “dry weight” employing 
Tablets MERCUHYDRIN® wit": Ascorbic Acid. Some patients—freed 
of accumulated fluid with parenteral meralluride sodium—may 
be kept edema-free on tablets alone. 


Tablets MERCUHYDRIN with Ascorbic Acid permit daily fluid con- 
trol with a minimum of injections facilitating the frequent-dosage 
schedule of modern diuretic therapy. 


ideal for ambulant patients and those who cannot be given 
frequent injections. 

well tolerated when prescribed in the recommended dosage. 
effective in producing mild, sustained diuretic action. 


convenient—the oral is the safest and most convenient route. 


Keep your cardiac patients edema-free with . . . 


Fablels 
MERCGUAYDRIN 


WITH ASCORBIC ACID 


dosage: One to two tablets daily—morning or evening—preferably after 
meals. 

available: Bottles of 100. Each tablet contains meralluride 60 mg. and 
ascorbic acid 100 mg. 
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Cortés, INC., MILWAUKEE 1, WISCONSIN 
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The heart of an overweight patient 


Weight reduction—of even a few pounds—is often the surest means 
of lengthening life and diminishing future illnesses. 


‘Dexedrine’ Sulfate curbs appetite, makes it easy for the patient to adhere to 
a low-calorie diet and thus to reduce weight safely—without the use (and risk) of 
such drugs as thyroid. Smith, Kline & French Laboratories, Philadelphia 


Dexedrine® Sulfate cesses. cue, 


a most effective drug for control of appetite 
in weight reduction 


*T.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. 





Interest in life and living 


When the patient settles down to “‘the completion of life,’’ depression can so easily 
get the upper hand. The seemingly endless, daily routine of living is approached 
with apathy, inertia and lack of interest; and the patient’s own outlook on life 
drags him down the path to eventual break-up—physical as well as mental. 


For such a patient ‘Dexedrine’ Sulfate is of unequalled value. Its uniquely 
‘‘smooth”’ antidepressant effect restores mental alertness and optimism, induces 
a feeling of energy and well-being—and thus has the happy effect of once again 
reviving the patient’s interest in life and living. 

Smith, Kline & French Laboratories, Philadelphia 


Dexedrine* Sulfate 


the antidepressant of choice _ tablets « elixir 


*T.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. 
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NON-SURGICAL TREATMENT 


pH 


500 cc. of milk 





8 

; ALKALINE 
TITRATION ACIO 
CURVES $ 





oo 


OF TITRALAC, 5 or. 
MILK, AND ; 


ALUMINA ; 
IN 50 cc. 
OF N/10 HCI 

i 








0 6 12 18 








Gastroenterologists have long endorsed the use 
of milk, when practicable, for its ideal acid-con- 
verting power and buffering capacity.!)2 In 
a recent comprehensive paper, Aaron® and 
others* 5 express a preference for calcium 
carbonate as the antacid to be employed. 


TITRALAC, by combining proper proportions of 
purified calcium carbonate and the amino acid 
glycine, provides an acid-converting and buffer- 
ing effect practically equivalent to that of fresh 
milk, as shown in the above chart.°® Just 1 
TITRALAC tablet is equivalent to an 8-ounce 
glass of milk in antacid effect and provides 
quick and long-lasting relief from the distress- 
ing symptoms of hyperacidity. 

The very agreeable taste of soft-massed TITRALAC 
tablets, which is achieved without employing 
taste-disguising, acid-generating sugars in the 


Samples and literature to physicians upon request. 


SCHENLEY LABORATORIES, INC., 350 rir avENUE, NEW YORK 1, N. Y. 


©Schenley Laboratories, Inc. 


TITRALAC 


(one tablet) 


Alumina type 
of antacid 
{one tablet) 


N/10 HCI 






30 36 42 48 54 60 


Time in minutes 


OF PEPTIC ULCER 





formula, makes them as acceptable to patients 
as an after-dinner mint. Prescribing TrTRaLac 
eliminates the probability of unfavorable reac- 
tions often associated with the taking of me- 
tallic-tasting, astringent tablets or liquids, and 
ensures adherence to the prescribed dosage. 


TITRALAC tablets are supplied in bottles of 100 
and convenient-to-carry packages of 40. 
TITRALAC powder is also available, in 4-oz. jars. 


REFERENCES 

1. Rossett, N. E., and Flexner, J.: Ann. Int. Med. 18: 193 
(1944). 2. Freezer, C. R. E.; Gibson, C. S., and Matthews, 
E.: Guy’s Hosp. Reports 78: 191 (1928). 3. Aaron, A. H.; 
Lipp, W. F., and Milch, E.: J. A. M. A. 139: 514 (Feb. 19) 
1949. 4. Kirsner, J. B., and Palmer, W. L.: Illinois M. J. 
94: 357 ( Dec.) 1948. 5. Kimball, S.: in Practice of Medicine 
(Tice). Hagerstown, Md., W. F. Prior Company, Inc., 1948; 
p. 210. 6. Special Article: M. Times 76: 10 (Jan.) 1948. 





* The formula of trrrRaLac is one whose composition and 
mode of action are recognized by U.S. Patent No. 2,429,596. 
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When abnormal demands overtax the blood forming 
capacity of the body producing easy fatigability, 
sub-clinical anemia too often does not receive cor- 
rective treatment until more serious symptoms 
urgently demand attention. 


Frequently more than just iron deficiency is in- 
volved. The patient does not respond to simple iron 
therapy and other factors must be added. 





Livitamin, ‘‘the first thought in hypochromic ane- 
mias,”’ combines liver with iron and B complex 
vitamins, including vitamin B)2. Available as a 
palatable liquid or easily swallowed capsules, Livita- 
min provides a complete approach to the successful 
treatment of the hypochromic anemia syndrome. 





Available on prescription 
in all pharmacies. 


Write for sample and 
literature. 





CIO 


THE S. E. MASSENGILL COMPANY 


Wwilamite 
LIQUID ayo CAPSULES 


Bristol, Tenn.-Va. 


NEW YORK + SAN FRANCISCO - KANSAS CITY 
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Soothing antihistaminic in cream form 
Cream 


NEOHETRAMINE 


Hydrochloride 


For prompt relief 
of itching due to: 


@ SUNBURN 
@ INSECT BITES 
@ IVY POISONING 
CONVENIENT TO USE: rub gently into affected areas — A. chetramine is the registered trademark of the 


suppLieo: CREAM NEOHETRAMINE en Ea Ce 
HYDROCHLORIDE, 2%; in 1 oz. tubes Mw 


2-pyrimidyl) ethylenediamine 


Wyeth Incorporated « Philadelphia 3, Pa. [Giech | 
® 
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in 
urinary-tract 
infections...with 


August 1950 


MANDELAMINE 


[BRAND OF METHENAMINE MANDELATE] 


Adequate clinical use has established that MANDELAMINE* 
(methenamine mandelate) is effective against a wide range 
of organisms found in such urinary-tract infections as 
pyelitis, pyelonephritis, nephroptosis with pyelitis, cystitis, 
prostatitis, nonspecific urethritis, and infections associated 
with urinary calculi or neurogenic bladder. 


In a recent report, Wilhelm et al.! underscore the positive 
antibacterial effectiveness of MANDELAMINE in the manage- 
ment of urinary-tract infections due to A. aerogenes — 
recognized as particularly resistant. 


MANDELAMINE is distinguished for its virtual absence of 
the side-effects and drug-fastness so commonly associated 
with urinary antisepsis. 











6 OUTSTANDING ADVANTAGES OF MANDELAMINE 


1 Wide antibacterial range— including both gram-negative 
and gram-positive organisms 

2 No supplementary acidification required (except when 
urea-splitting organisms occur) 

3 Little or no danger of drug-fastness 

4 Exceptionally well tolerated 

5 No dietary or fluid regulation 

6 Simplicity of regimen—3 or 4 tablets t.i.d. 


supp.ieo: Bottles containing 120, 500, and 1,000 enteric-coated 
tablets; each tablet 0.25 Gm. Literature and samples on request. 


1, Wilhelm, S. F.; et al.: J.A.M.A. 141; 837 (Nov. 19) 1949. 


NEPERA CHEMICAL CO., INC. 


NEPERA PARK, YONKERS 2, N. Y. 


*MANDELAMINE Is the registered trademark of Nepera Chemical Co., Inc., for its brand of methenamine mandelate. 
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ranulation 
: accelerate smooth 


epithelization' 
with 


: iti We 


OtNTMENT 
‘the external 

cod liver oil 

therapy 


PROTECTIVE °e SOOTHING e HEALING 


Desitin Ointment is a stable 
blend of crude cod livet oil (with unsatu- 
rated fatty acids and vitamins A and Din 

proper ratio for maximum efficacy), zin¢ oxide, — 
talcum, petrolatum, and lanolin. Minimizes — 
scarring; dressings easily applied and 
painlessly removed. Tubes of 1 oz., 
2 0z., 4 0z., and 1,1b. jars. 


Send for SAMPLES and new clinical reprint, Dasitin AG 2 
CHEMICAL COMPANY — 


1. Behrman, H. T., Combes, F. C., Bobroff, A and Stree ‘ 
Leviticus, R.: Industrial Med, & Surg. 18:512, 1949. - 70 Ship t, Providence, R. |. — 
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when you prescribe 


phenobarbital 


remember this superior presentation: 





Eskaphen B Elixir the delightfully 


palatable combination of phenobarbital and thiamine 












1 Its fluid form makes it easy to take 
2 Its delicious flavor makes it pleasant to take 


Patients who “know all about sleeping tablets” 


don’t know you are prescribing a barbiturate 


4 It provides nearly three times the 


recommended daily allowance of thiamine 


in each 5 ce. teaspoonful 


Kline & French Laboratories « Philadelphia 


Each 5 ce. teaspoonful contains 
phenobarbital, 14 gr., 


thiamine, 5 mg. 


*Eskaphen B’ T.M. Reg. U.S. Pat. Off. 
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One of a series of reports on 


Cortove 


TRADE- MARK 


Key to a New Era in Medical Science 


First synthesized from a bile acid in the Merck Research Laboratories 
in 1946, Cortone* was used initially at the Mayo Clinic with dramatic 


results in the treatment of rheumatoid arthritis. 


Since that time, clinical studies conducted by more than a thousand 
investigators have indicated a broad spectrum of usefulness for this 


hormonal substance. 


As a result of steadily increasing production, adequate supplies of 


Cortone now are available for therapeutic use by the physician. 


Among the conditions in which Cortone has 
produced striking clinical improvement are: 


RHEUMATOID ARTHRITIS and Related 


Rheumatic Diseases 


ACUTE RHEUMATIC FEVER CORTONE Acetate (Cortisone 

BRONCHIAL ASTHMA Acetate Merck) is available to all 

EYE DISEASES, Including Nonspecific Iritis, hospitals registered by the Amer- 
Iridocyclitis. Uveitis, and Sympathetic Oph- ican Medical Association. For the 
thalmia 


present, this drug is to be used, 
SKIN DISORDERS, Notably Pemphigus, An- 


: : ) a during the initial period of treat- 
gioneurotic Edema, Atopic Dermatitis, and 


Exfoliative Dermatitis, Including Cases Sec- ment, only in hospitalized pa- 
ondary to Drug Reactions tients. 











M 
E 
MERCK 
Cc 
K 
MERCK & CO., Inc. 
Manufacturing Chemist 
RAHWAY, NEW JERSEY 
TRADE-MARK 
ACETATE 
(CORTISONE Acetate Merck) *Trade-mark of Merck & Co., Inc. 


(11-Dehbydro-17-hydroxycorticosterone-21-Acetate) for its brand of cortisone. 
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Molybdenized Iron... 
The Most Effective 
Iron Therapy 
Known... 


us \ol-iron 











WHITE LABORATORIES, Inc., Pharmaceutical Manufacturers, Newark 7, N. J. 
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Crystoips« Anthelmintic is considered 

drug of choice for elimination of hookworm, 
roundworm and certain other intestinal 
parasites, because of its 

exceptional effectiveness and safety. 

A single administration is effective in 90% to 
95% of cases of roundworm and 80% to 

85% of cases of hookworm. Moreover, these 
parasites are usually killed outright, 
eliminating danger of migration. 

Crystoips Anthelmintic pills contain : 
crystalline hexylresorcinol, U.S.P. When kills 
properly administered (i.e., swallowed whole), 
Crystoips Anthelmintic pills are 


unusually free of toxicity. hookworms, 


Crystoips Anthelmintic pills are indicated 


in treatment of infestation with hookworm, roundworms 


roundworm, pinworm or seatworm, whipworm or . ' 
threadworm, and dwarf tapeworm. Supplied 

in hard-coated pills of two strengths: 0.2 Gm. outright 

(package of 5 pills) for adults and children 6 years 

and over; 0.1 Gm. (package of 6 pills) for infants 

and children up to 6 years. 

Sharp & Dohme, Philadelphia 1, Pa. 


rystoids. 


anthelmintic pills 





ASTIN 
DOHME 
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coagulation time 


This simple clinical test enabies the pirysician to 
determine the efficacy and dosage of anticoagulant 
therapy with Heparin Sodium preparations devel- 
oped by Upjohn research workers. The prompt effec- 
tiveness and ready controllability of therapy with 
preparations such as long-acting Depo*-Heparin 
Sodium, with or without vasoconstrictors, account 
for their expanding use in the treatment of throm- 


boembolic disease. 





ae — = 
a 
Upjohn | Medicine...Produced with care... Designed for health 





THE UPJOHN COMPANY, KALAMAZOO 99, MICHIGAN 
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le spasm-: 
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to overcome smooth m 











to allay anxiety... 





TRADEMARK 
@ Provides the recognized sedative action of phenobarbital 
complementing 
@ the antispasmodic effect of belladonna alkaloids 


Four dosage fous bedi fer individualized therafry oY o 
































































Belladonna et 
Phenoberbial | a 1 Supplied 
| BELBARB*® tToblet #1 ie, Bottles of 100, 500, — 
per tablet hyoscyamine, and 1,000 teblets : 
= atropine, 
_BELBARB Tablet #2 os and Bottles of 100, 500, 
3 per tablet 2 oF. scopolamine and 1,000 tablets 
in fixed 
proportion 
 BELBARB Capsules Ye or approximately Bottles of 100, 500, 3 
per capsule : equivalent to and 1,000 capsules | 
: Tr. Belladonna, - 
| BELBARB Elixir Own. Siottlos conislntnn 6m 
| per fluidrachm (4 cc.) “a 9. fl.oz., Ipt.,and gal. — 
EFFECTIVE... SAFE...SPASMOLYSIS AND SEDATION 
Literature and samples on request. 


CHARLES CC. HASKELL & C€O., INC. 


RICHMOND, VIRGINIA 
*Trademark of Charles C. Haskell & Co., Inc. 
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Digestive Trouble-Shooter // dic, 
/ with om 


j 
Faced with complex digestive disturbances so frequently 

therapy-elusive, more and more physicians are | 
utilizing Entozyme’s highly effective triple-enzyme 

digestional aid in small-tablet form. Actually, a 
“tablet-within-a-tablet” (containing pancreatin, 
pepsin and bile salts), the secret of Entozyme’s 
success lies in its unique “peptomatic” action*, | 
which selectively deposits each digestive | Actually a 
ferment at its proper gastro-intestinal level, toblet-within-o-toblet 
in its optimal state of enzymatic activity. 
Entozyme’s value has been well established 
clinically -2:3 in such conditions as chronic 
cholecystitis, chronic duodenal ulcer, acute 
and chronic pancreatitis and certain 
postoperative syndromes of the 
gastro-intestinal tract, as well as for the 
relief of functional disturbances such as 
nausea, pyrosis, belching, and flatulence, 
































*A coined word to describe the unique action 
of the Entozyme Tablet which releases pepsin 
only in the stomach, and pancreatin and bile 
salts only in the small intestine. 


A. H. ROBINS CO., INC., RICHMOND 20, VA. 


Ethical Pharmaceuticals of Merit since 1878 





Formula: Each specially‘constructed 
tablet contains Pancreatin, U.S.P., 

300 mg.; Pepsin, N.F/, 250 mg.; Bile 
Salts, 150 mg. 

Dosage: One. or two tablets after each 

meal,..oreas directed by physician, with- 

out crushing or chewing. 


Supplied: Bottles of 25 and 100. 


References: 1. Kammandel, N. et al.: Bull. New York 
Med. Coll., Flower & Fifth Ave. Hosps., (in press). 
2. McGavack, T. H. and Klotz, S. D.: Bull. Flower & 
Fifth Ave. Hosp., 9:61, 1946. 3. Weissberg, J., McGavack, 
T. H. and Boyd, Linn J.: Am. Dig. Dis., 15:332, 1948. 


Entozyme 


NOW AT LOWER COST: Entozyme has been ap 
reduced 33'/3 % below the original list price. a 
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Now a new and improved 











Par-Pen 


the penicillin-vasoconstrictor 







for intranasal use 


In response to physicians’ requests, two major changes 

have been made in Par-Pen: 

optimal strength: ‘The strength of Par-Pen has been increased 
to 5000 units of penicillin per cc. 

convenient size: The package has been changed to a convenient 
16 fl. oz. (15 ce.) bottle—to eliminate wastage. 
Par-Pen contains crystalline potassium penicillin G, 
5000 units per ce.: Council-accepted Paredrine Hydrobromide 


(hydroxyamphetamine hydrobromide, S.K.F.), 1%: 
in a specially buffered isotonic aqueous solution. 


Smith, Kline & French Laboratories, Philadelphia 


*‘Paredrine’ & ‘Par-Pen’ T.M. Reg. U.S. Pat. Off. 
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Just 4 small doses provide 


/*Round-the- 
clock: relief 
for allergic 
patients 


Long-lasting relief! . . . low milligram dosage? with few side 
actions. These are advantages you expect in a professional 
antihistamine for use in difficult allergies, or for patients who 
have not responded to other drugs. These advantages are combined 
in Decapryn—the antihistamine that provides a good night’s 

rest and a good day’s work for allergic patients. 





1 “Symptoms were relieved from 4 to 24 hours after the administration 
of a single dose of Decapryn—” . . . Sheldon, J.M. Et al: Univ. 
Mich. Hosp. Bull. 14:13-15 (1948) 

2 “It was found that 12.5 mg. could be given during the day with 
comparatively few side reactions and yet maintain good clinical results—” 


.. - MacQuiddy, E.L.: Neb. State M.J. 34:123 (1949) 


DECAPRYN® 


The long-lasting, low-dosage prescription antihistamine 





DECAPRYN (DOXYLAMINE) SUCCINATE 


CINCINNATI © U.S.A. 


Available on prescription only, as pleasant- 
tasting liquid, or palatable tablets 
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Action photographs of patient with athetoid 
type of cerebral palsy, made at the Edith Hart- 
well Clinic (LeRoy, New York) of the Strong 
Memorial Hospital, Rochester, New York. 













PN 
Two Kodatron Studio Speedlamps were arranged as indicated at A 


and B to provide the illumination at 1/5000 second for these sequence 
photographs. Unit A is 3 feet above camera—unit B is at camera level. 


Picture the patient's progress 
... with photograph... after photograph 


Photography can catch details that even 
the trained eye may miss . . . particularly 
in situations involving movement of the 
patient. Modern, improved lighting makes 
possible the “freezing” of motion, with 
maximum depth of field, to yield critically 
sharp photographs for study, case docu- 
mentation, teaching, research. 

That is why many photographic depart- 
ments in clinics and hospitals now take 
advantage of Kodatron Studio Speed- 
lamps. Providing an incredibly 
fast flash of brilliant light of 
almost sunlike quality, these 
Speedlamps assure sharp nega- 
tives at lens-stop openings of 
m® f/16 and f/22. Result 

. no “moves” or out- 

of-focus photographs. 


Serving medical progress through Photography and te 


Color balance of the light flash is ideal for 
black-and-white films and, with Kodak 
Color Compensating Filters, for color 
films. Current consumption is low . . . op- 
eration is safe. For further information 
about the Kodatron Studio Speedlamp, 
see your nearest photographic dealer . . . 
or write to Eastman Kodak Company, 
Medical Division, Rochester 4, N. Y. 


Major Kodak products 


_ for the medical profession 


X-ray films; x-ray intensifying screens; x-ray 
processing chemicals; electrocardiographic papers 
and film; cameras—still- and motion-picture; pro- 
jectors—still- and motion-picture; enlargers and 
printers; photographic films—color and _black- 
and-white (including infrared); photographic pa- 
pers; photographic processing chemicals; synthetic 
organic chemicals; Recordak products. 
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Greater effectiveness 





Oral therapy with Aluminum Penicillin has proved to be 
effective in fulminating infections such as pneumonia! and in other 
infections due to streptococci, staphylococci and gonococci.? It 
rarely causes gastric disturbance or allergic reactions. The 
patient’s bodily and mental comfort is improved because the 
necessity for frequent injections is eliminated. 


The unique advantages of Aluminum Penicillin are that it is 
not soluble in solutions of acidity corresponding to that of gastric 
secretion, but is gradually converted into a readily absorbed form 
in the intestinal tract. These factors provide for maximum utiliza- 
tion of the dosage administered, higher and more prolonged 
blood levels.* 


Sodium benzoate is added because it inhibits the destructive 
action of intestinal enzymes.! 


Each tablet contains: Aluminum Penicillin, 50,000 units; 
sodium benzoate, 0.3 gram. Supplied in vials of 12 tablets. 


1Terry, L. L. and Friedman, M. The Military Surgeon, Vol. 103, No. 5, November, 1948. 
*Friedman, M. and Terry, L. L. Southern Medical Journal, Vol. 42, No. 6, June, 1949. 
8Bohls, S. W. and Cook, E. B. M. Texas State Journal of Medicine, Vol. 41, November, 
1945, p. 342. 
‘Reid, R. D., Felton, L. C. and Pitroff, M. A. Pro. Soc. for Exp. Biol. and Med., Vol. 63, 
1946, p. 438. 


* Patent applied for. 











A 
tum 
witk 
of a 
phy: 
its | 
it d 
trav 
cont 
extri 
extel 
whic 
An ¢ 
can ; 
will 
gatic 
infil 
mult 

N 
nign 
Near 
by ¢ 
large 
in oF 
with 
wall 
anest 
seeds 
diam 
1 cm 

WI 
ureth 
papil! 


*Rea 
Third 
Society 
1949, 


*Fror 
Hopkin: 








SOUTHERN MEDICAL JOURNAL 


JOURNAL OF THE SOUTHERN MEDICAL ASSOCIATION 





PUBLISHED MONTHLY BY THE SOUTHERN MEDICAL ASSOCIATION AT BIRMINGHAM, ALA, 





Volume 43 








AUGUST 1950 


Number 8 








CARCINOMA OF THE BLADDER* 
TREATMENT AND PROGNOSIS 


By Hucu J. Jewett, M.D. 
Baltimore, Maryland 


A really practicable classification of epithelial 
tumors of the bladder should indicate the prognosis 
with a fair degree of reliability. The histopathology 
of a tumor may suggest its vulnerability to certain 
physical agents such as radiation or diathermy, and 
its propensity for rapid growth and metastases, but 
it does not reveal the presence or absence of ex- 
travesical spread. On the other hand it has been 
conclusively demonstrated that the incidence of 
extravesical spread, by either metastases or direct 
extension, is directly proportional to the depth to 
which the tumor has penetrated the bladder wall.! 
An evaluation therefore of what different procedures 
can accomplish in the treatment of vesical neoplasms 
will depend primarily upon the preoperative segre- 
gation of these tumors according to their depth of 
infiltration, and secondarily on their size, location, 
multiplicity, and histopathology. 


Noninfiltrating Tumors.—The treatment of be- 
nign and malignant papillomas usually is simple. 
Nearly all of the small growths are easily destroyed 
by cystoscopic fulguration. When the tumor is so 
large that its complete destruction by this method 
in one sitting is improbable, transurethral excision 
with fulguration of the slightly excavated bladder 
wall beneath the tumor should be carried out under 
anesthesia. Dean’? advises implantation of radon 
seeds with or without electrocoagulation when the 
diameter of the pedicle at the base is larger than 
1 cm., but not larger than 2.5 cm. 


When very large, or inaccessible to the trans- 
urethral approach, these benign and malignant 
papillomas are best treated transvesically. Dean 


*Read in Section on Urology, Southern Medical Association, Forty- 
Third Annual Meeting, Auspices Campbell-Kenton County Medical 
oa of Northern Kentucky, held in Cincinnati, November 14-17, 


*From the James Buchanan Brady Urological Institute, Johns 
Hopkins Hospital, Baltimore. 





recommends implantation of radon seeds with or 
without electrocoagulation provided the pedicle does 
not exceed 3 cm. at the base. He cautions against 
insertion of these seeds to a depth greater than 0.5 
cm. because of subsequent and persistent ulceration. 
In most cases it seems that excision of the peduncu- 
lated tumor with the cutting loop, which exposes the 
muscularis, is sufficient. Bleeding is controlled by 
fulguration. Care must be taken to prevent spilling 
of tumor fragments into the prevesical space and 
abdominal wound. 


In all cases subsequent examinations must be 
made every month or two at first. If there are no 
recurrences the intervals can be gradually increased. 
Not every patient will have a recurrence, but it has 
been known to take place after an interval of many 
years. 


Multiple papillomatosis, although noninfiltrating 
in the beginning, is much more difficult to control. 
Recurrences are the rule even after the most com- 
plete eradication of the existing growths by open 
operation. Chemical destruction of the remaining 
vesical mucosa by treatment with such agents as 
carbolic acid and alcohol usually has not proved 
effective in preventing recurrences, and sometimes 
results in a contracted bladder. These tumors are 
rarely controlled by external radiation or by the 
application of radium to their surface. In fact, the 
use of radium in doses insufficient to destroy these 
tumors may stimulate them to infiltrate the bladder 
wall. Work now in progress on the therapeutic effect 
of certain chemicals locally applied has not pro- 
gressed beyond the experimental stage. At the 
present time treatment usually entails complete de- 
struction by suprapubic electro-excision and coagula- 
tion, external radiation after recovery from opera- 
tion, and cystoscopic fulguration of the small re- 
currences every 2 or 3 months. If recurrences are 
rapid and extensive, little is to be expected from a 
repetition of the same treatment. Until a more satis- 
factory procedure is devised, total cystectomy 
eventually may be necessary. 


Infiltrating Tumors —Treatment of tumors in the 
infiltrating group has not been uniformly satisfac- 




















662 


tory. This question of treatment has given rise to 
the widest possible divergence of urologic opinion. 
Procedures advocated have ranged all the way from 
simple external radiation on the one hand, through 
fulguration, electro-excision, and electrocoagulation, 
insertion of radon seeds, and segmental resection, 
to total cystectomy on the other. It is obvious that 
all these concepts cannot be wholly correct, and all 
may be partly wrong. 

The value of any one method of treatment will 
depend first on its efficacy in completely eradicating 
a strictly localized growth, as compared with the 
efficacy of other methods in the case of similar 
growths; and second, on its efficacy in controlling 
symptoms and affording comfort in the case of in- 
curable tumors which no longer are confined to the 
bladder. Unfortunately most of the reports in the 
literature of the results obtained by different 
methods of treatment have omitted the question of 
the presence or absence of extravesical spread, as 
determined by the depth of penetration of the 
bladder wall. Consequently it is often difficult to 
decide from these reports when failure was attribut- 
able solely to extravesical extension of the disease 
before the treatment was given, and when it resulted 
from incomplete destruction of a localized and 
potentially curable tumor. 


External Radiation.—In general, tumors of the 
bladder are resistant to this form of radiation 
therapy. In 160 cases treated by Herger and Sauer,’ 
in which the total dose ranged from 3,000 to 5,000 r. 
over a period of 2-3 months, only 10 showed com- 
plete regression. Two of these were noninfiltrating, 
and 8 were infiltrating tumors. Of the latter only 
one was sessile. The 200 kilovolt unit was used in 
140 of these 160 cases. Colby* found supervoltage 
radiation somewhat more effective. Under a dose 
ranging from 4,200 to 22,800 r. a number of large 
tumors disappeared from view, but sections of the 
bladder wall taken subsequently showed residual 
nests of carcinoma cells. Rose’ advocated direct 
radiation of the tumor through the opened bladder, 
and recommended one dose of 3,300 r. In a number 
of cases terminating fatally, there was no evidence 
of residual tumor in the bladder wall. He believes 
that a favorable result can be obtained in about 25 
per cent of the cases by this method. 


At present the consensus is that external radia- 
tion is sometimes useful in controlling severe hema- 
turia, and multiple papillomatosis. Occasionally life 
may be slightly prolonged by its use in hopelessly 
advanced cases. Radioresistance of infiltrating 
tumors, however, is so marked that the occasional 
cures obtained by massive doses do not offset the 
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almost invariable sequelae of contracted bladder, 
vesical irritability and pain. 


Fulguration.—Simple fulguration is inadequate 
for most infiltrating tumors. As pointed out by 
Corbus and Corbus,® the effective penetration of 
heat is to a depth of only 2-3 mm. when applied for 
1 minute. For this reason few urologists rely on 
this method of treatment alone. 


Electrocoagulation.—In contrast to fulguration, 
electrocoagulation produces no spark. Applied 
directly to the tumor with a large electrode, the 
heat penetrates much further. According to Corbus 
and Corbus the point of greatest heat concentration 
below the surface is equal to the diameter of the 
active electrode. By using disc electrodes of dif- 
ferent diameters, the penetration of the heat can be 
extended. Since the degree of coagulation, however, 
is difficult to determine, overcoagulation and its 
complications should be prevented by keeping the 
disc constantly in motion. Corbus recommends gen- 
eration of heat to the point of tolerance of a gloved 
finger in the vagina or rectum. Fifty-five per cent 
of his patients lived more than 5 years without 
recurrence, and in 80 per cent of his cases the tumor 
was controlled. Unfortunately he makes no clear-cut 
statement in regard to the actual depth of pene- 
tration of the bladder wall by the tumors so treated. 


Electro-excision.—Pioneered by Alcock, trans- 
urethral or endoscopic excision of infiltrating tumors 
has gained in popularity in recent years. Among its 
enthusiastic advocates are Milner, McDonald, 
Flocks, Cook, Dees, Reynolds, Schulte and Hammer. 
The majority of these tumors occupy the trigone and 
bladder base and most of these, as well as many 
others, unless very large, are accessible to the resec- 
toscope. Proponents of this method recommend 
removal of the intravesically projecting portion of 
the tumor flush with the adjacent bladder wall, and 
then the underlying bladder wall containing tumor 
down to whatever depth is necessary. Several re- 
sectionists have no hesitation in exposing the peri- 
toneum, and claim a low incidence of extravasation. 
Bleeding is controlled by fulguration. Surprisingly 
enough, vesical mucosa often does grow over the 
widely excavated area, and after a sufficient lapse 
of time the area may look clean and fairly healthy. 
Bimanual pelvic palpation, however, often dis- 
closes residual tumor still deeper in the bladder wall 
or extravesical tissues. New outcroppings of tumor 
can be controlled by repeated excisions at regula 
intervals. In Flocks” series of 50 cases showing 
muscular infiltration, 55 per cent were controlled 4 
years. 
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When the tumor is very extensive or inaccessible, 
the same procedure can be carried out transvesically 
with a loop electrode. A more accurate view is 
obtained and the danger of extravasation is elim- 
inated. The disadvantages lie in the possible spilling 
of tumor fragments into the wound, the uncertainty 
of removing or destroying all of the tumor in the 
depths of the bladder wall, the possible growth of 
tumor subsequently out through the suprapubic 
wound, and the difficulty of repeating the procedure 
at a later date if the tumor is not controlled. 


Application of Radium.—Principles governing the 
use of radium in bladder tumors have changed in 
the last 35 years as the result of wide experience and 
improvement in technical materials. Topical appli- 
cation of radium, advocated by Paschkis (1911), 
Young (1917), Burnam and Neill (1926), and 
others, has been found less efficacious and more 
damaging to the bladder than the interstitial use 
of radon seeds. 

Dean,’ after a wide experience in treating infiltrat- 
ing cancer with radium at Memorial Hospital, New 
York, condemns the transurethral approach, be- 
cause submucous extensions are not clearly vis- 
ualized. He recommends, for infiltrating tumors 
not exceeding 3 cm. in diameter at the base, trans- 
vesical implantation into the bladder wall of radon 
seeds to a depth no greater than 0.5 cm. Tumors 
so situated as to require implantation within 1.5 
cm. of the vesical orifice should not be treated with 
radon seeds. If seeds are inserted within 1 cm. of 
the ureteral orifice, the ureter should be re-implanted 
into the bladder at a different site. 

Barringer® has reported his five-year survivals in a 
series of 255 cases treated with radon as follows: 
papillary carcinoma, 52 per cent; infiltrating car- 
cinoma, 23.6 per cent; tumors of Grade 1 malig- 
nancy, 55 per cent; Grade 2, 32 per cent; Grades 3 
and 4, 11 per cent. 


Here again, no statement was made in regard to 
the depth of penetration of the bladder wall by these 
tumors. It therefore is impossible to make an ac- 
curate appraisal of what has been accomplished since 
many of the tumors obviously had spread beyond 
the bladder before the treatment had been insti- 
tuted. The true efficacy of radium treatment of 
infiltrating cancer will not be recognized until the 
results are reported in a series of cases in which the 
growth was known to be strictly confined to the 
bladder wall. In the majority of such cases the 
infiltration must not extend more than halfway 
through the muscularis. 


Segmental Resection.—This procedure implies the 
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removal of a segment of bladder wall, comprising 
its entire thickness, with a margin of at least 1.5 
cm. around the tumor it contains. Recently, wide- 
spread dissatisfaction with the results of treatment 
of infiltrating cancer in general, and an increased 
tendency towards ever more radical surgery have 
combined to divert attention from this useful and, 
at times, thoroughly satisfactory procedure. 


Segmental resection of any part of the bladder is 
possible and practicable in the male. It becomes 
somewhat more difficult when the tumor involves 
the trigonal area or the bladder neck, but these loca- 
tions in themselves should not forbid this operation. 
The perineal approach, or a wide suprapubic ex- 
posure, or a combination of the two, often will make 
resection of these segments of the bladder fairly 
simple. One or both ureters can be re-implanted into 
the bladder at a higher level. 


The female, however, presents a different problem. 
Tumors involving the trigonal area and bladder neck 
ordinarily cannot be adequately resected segmentally 
without compromising the vesical orifice sufficiently 
to cause incontinence. 


Fifty-five cases of segmental resection for infil- 
trating carcinoma recently have been studied at the 
Johns Hopkins Hospital and the results reported to 
this association. In 14 cases in which the infiltra- 
tion had extended less than halfway through the 
muscularis there were no deaths from cancer of the 
bladder. Seven of these patients were operated upon 
more than 5 years ago and all are alive and well, 
up to 11 years after operation. Of the 41 cases 
in which the infiltration was more than halfway 
through the muscularis there was only one survival 
over 5 years. 

At present there seem to be 6 contraindications 
to segmental resection: (1) an elderly patient or 
one who is a poor surgical risk, (2) a tumor of very 
large diameter, (3) a tumor with poorly defined 
margins, (4) multiple and widely separated in- 
filtrating tumors, (5) a tumor involving the vesical 
neck in the female, and (6) a deeply infiltrating 
tumor, unless for purposes of palliation in an easily 
resectable location. 


Total Cystectomy.—The radical cure of an in- 
filtrating carcinoma sometimes can be accomplished 
only by total cystectomy. This procedure, however, 
must be preceded, or accompanied, by surgical 
diversion of the urinary stream, which until rela- 
tively recently has given rise to considerable mor- 
tality and morbidity. For this reason physicians have 
been reluctant in most cases to advise the operation 
sufficiently early in the progress of the infiltration 
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to obtain a cure. Since the prospect for cure of 
the carcinoma diminishes with the depth of in- 
vasion of the wall of the bladder, it is not surprising 
that the incidence of radical cure by total cystectomy 
in those patients who survived ureteral transplanta- 
tion has not been impressive. 


Despite the widespread interest in total cys- 
tectomy which prevails today there is no general 
agreement in regard to the indications for the opera- 
tion. These probably will be established eventually 
by a process of exclusion. Most surgeons agree with 
Ferris and Priestley that only rarely, if ever, should 
cystectomy be done for palliation. This implies that 
it should be done only with the expectation of 
obtaining a cure, and therefore only when the tumor 
is strictly localized to the bladder wall. 


Tumors which have reached the perivesical fat 
usually are no longer localized. Of our 89 autopsy 
cases metastases were demonstrable in 58.4 per cent.! 
If allowances are made for microscopic metastases, 
which ordinarily are overlooked during routine post- 
mortem examinations, the true incidence of metas- 
tasis in this group of tumors must be very high. 
Moreover, of 29 similar cases surviving total cys- 
tectomy at the Johns Hopkins Hospital, 22 had 
metastases within 4 years, and in 3 others still 
living, 5 years have not yet elapsed since operation. 
Of the total group of 35 cases of cystectomy in 
which the tumor had reached the perivesical fat, 
only 1 patient has lived 5 years.!° 


This low survival rate has prompted Graves, 
Colby and Kerr, Leadbetter, and others to advocate 
the removal of the pelvic lymph nodes with the 
bladder. Whether a truly radical lymph node dis- 
section is possible in this area is open to question. 
Furthermore, when metastases have occurred they 
are blood borne in approximately 40 per cent of 
the cases. 


Tumors which have extended into, but not deeply 
into, the muscularis usually are strictly localized. 
Eleven of 12 patients in this superficial group sub- 
jected either to segmental resection or to cystectomy 
at the Johns Hopkins Hospital more than 5 years 
ago have lived 5 to 11 years without recurrence. The 
twelfth patient (cystectomy) died of pyelonephritis, 
without evidence of metastases. At the present time, 
therefore, it seems that the prospect for cure by 
cystectomy is reasonably good only in the case of 
relatively superficial tumors, which have not ex- 
tended more than halfway through the muscularis. 
But it is in this group of tumors that conservative 
procedures have their widest applicability. Only 
after the limitations of these methods are recognized 
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will the indications for cystectomy be clearly 
defined. 


Prognosis.—Noninfiltrating tumors have not met- 
astasized and can be completely destroyed. If the 
patient is examined at regular intervals so that re- 
currences can be immediately and adequately 
treated, the prognosis is excellent. In the case of 
multiple papillomatosis, recurrences may be so rapid 
and widespread that total cystectomy may become 
necessary. The outlook then will depend on the 
integrity of the upper urinary tract after ureteral 
transplantation. 


Infiltrating tumors which have extended less than 
halfway through the muscularis usually are strictly 
localized to the bladder wall. Any procedure capable 
of completely eradicating such a localized growth 
should result in cure. Complete removal is possible 
both by cystectomy and by segmental resection. 
Complete destruction also may be possible by 
electro-excision and electrocoagulation, and by radon 
implantation. The limitations of these procedures, 
however, have not been established, but can be 
revealed eventually by the preoperative classifica- 
tion of the tumors according to their depth of 
penetration. 


Infiltrating tumors which have extended more 
than halfway through the muscularis usually have 
metastasized. The 5-year survival rate after cys- 
tectomy is very low. Whether it can be appreciably 
increased by the simultaneous removal of the retro- 
peritoneal lymph nodes, or even by the formidable 
procedure of pelvectomy and wet colostomy, remains 
to be seen. 


In these cases of deeply infiltrating tumors it is 
possible that cystectomy which fails to remove all 
the tumor actually may hasten death. Trans- 
urethral electro-excision and electrocoagulation have 
been known to provide comfort for a number of 
vears. Occasionally external radiation will control 
hemorrhage, and surgical diversion of the urinary 
stream relieves vesical irritability and pain. With 
the bladder at rest, some regression in the total mass 
of the tumor has been known to take place. 


Tn general, then, the prospect for cure is best 
determined by ascertaining the depth to which the 
tumor has penetrated the bladder wall. After suf- 
ficient practice this can be done with a high degree 
of accuracy by means of the bimanual pelvic 
examination. 

The correlation of the biopsy with the pelvic 
examination has the following significance: (1) 
noninfiltrating and infiltrating tumors are accurately 
segregated; (2) in the infiltrating group (Table 1). 
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; : Prospect 
Bimanual Examination Depth of Infiltration for Cure 
No thickening; no mass Submucosal or superficial Good 
muscular (see biopsy) 
Thickening; no mass Submucosal or superficial Good 


muscular (see biopsy) 


Mass, rubbery 
movable: 


consistency, 


Deep muscular or perivesical 
lateral liga- 


(if not large papilloma; Poor 








ments negative see _See_ biopsy) 
Mass, stony consistency, . 
movable; lateral liga- Perivesical Poor 
ments negative 
Mass, stony consistency, 
movable; ligament thick- Perivesical Very poor 
ened and indurated 
Mass, stony consistency, Perivesical Very poor 
fixed 
Table 1 


no palpable induration in the case of a tumor in a 
normally accessible area, with the patient adequately 
relaxed, indicates, practically always, superficial in- 
filtration and strict localization of the tumor to the 
bladder wall; (3) rubbery induration, even without 
fixation and without involvement of the infero-lateral 
ligaments, indicates deep infiltration. Metastases 
nearly always have occurred, except occasionally in 
the case of well-differentiated papillary carcinomas; 
(4) stony induration, and (5) induration of an 
infero-lateral ligament indicate deep infiltration with 
extravesical extension and metastasis. 


SUMMARY AND CONCLUSIONS 


Tumors which have deeply invaded the bladder 
wall usually have metastasized. Tumors which have 
infiltrated less than halfway through the muscularis 
usually have not metastasized and are still localized 
to the bladder wall. In these cases curability is high 
with segmental resection or with total cystectomy. 
Curability may be equally high with electro-excision, 
coagulation, or radon implantation, but proof of 
this must await the report of survivals following 
such treatment in cases of superficially infiltrating 
tumors. These tumors can be segregated from 
tumors that are deep and no longer localized in 
about 90 per cent of the cases by the correlation of 
the properly taken biopsy with the bimanual pelvic 
examination. 


1201 N. Calvert St. 
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DISCUSSION (Abstract) 


Dr. W. F. Melick, St. Louis, Mo—Having been present 
at the recent South Central meeting of the American 
Urological Association during a rather heated discussion of 
the problem, I am acutely aware of the divergence in opinion 
which exists among urologists concerning the treatment and 
prognosis of bladder tumors. 


Personally, I have given up fulguration as a means of 
treatment of even the simple papilloma, and prefer trans- 
urethral electroresection of the papilloma and its base 
including some normal bladder wall. In addition to being 
a more effective means of destroying the tumor, it permits 
histologic investigation of the bladder muscularis for pos- 
sible early invasion. The size of the tumor need not deter 
one from this route and I am now following a patient 
into his second year with no recurrence following the 
successful removal of a 56 gram tumor. Dr. Jewett’s 
insistence upon careful and periodic cystoscopic checks over 
the years is, of course, more essential than the route of 
removal. However, I believe that the transurethral route 
is even more important in cases of multiple papillomatosis, 
because, as was pointed out, recurrence is the rule rather 
than the exception. 


While I rarely use it because of numerous unpleasant 
side effects, radon seed implantation is done without 
previous fulguration. It has been the consensus of opinion 
among the Cancer Surgeons at Barnard Skin & Cancer Hos- 
pital, St. Louis, that previous fulguration of any cancer 
lesion produces an eschar which prevents effective radiation 
of the surrounding tissue. We believe that if radon seeds 
are to be used they should be used without prior fulguration. 
There seems to be complete agreement that radium, chemi- 
cals, and external irradiation are ineffectual in controlling 
these lesions. The effectiveness of fulguration, or electro- 
excision, in noninfiltrating papillomata cannot be denied, and 
and every urologist or clinic can produce large numbers of 
such patients who are alive and well after many years. 


Dr. Jewett is a diplomat when he says “Treatment of 
tumors in the infiltrating group has not been uniformly 
satisfactory.”” What he really means, in my opinion, is that 
the results have been uniformly unsatisfactory. As he points 
out, we are to blame because the extent and degree of 
infiltration have not been given, much less the extent of 
extravesical spread, in reporting the effects of various forms 
of therapy. If one remembers nothing else of Dr. Jewett’s 
remarks but this one statement he will have done much to 
clarify this subject. The grade of the lesion is of decidedly 
less importance than the extent of its infiltration. 

I would agree completely that the usefulness of external 
irradiation in infiltrating tumors is confined to palliation. 
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Neither fulguration nor electrocoagulation has any real 
value. In the last several years I find that I am also 
joining the group of enthusiastic advocates of radical 
transurethral resection of infiltrating bladder tumors. Since 
the argument over resection or open surgery upon the 
prostate has been raging for many years, without either 
group’s convincing any but itself, one hesitates to start 
a similar argument over bladder tumors. Each of us will 
quite normally use the method which gives the best re- 
sults. It has been only in the last few years that a really 
radical resection of infiltrating bladder tumors has been 
developed. Dr. Jewett has pointed out the pitfalls and 
there is no denying that one will occasionally extravasate 
a patient when removing most of the bladder wall. The 
only danger here is not in the extravasation, but in not 
recognizing it. If the irrigating fluid pressure is kept low 
during the procedure, many cases do not even require 
cystotomy if carefully watched. I realize that many urol- 
ogists will neither agree nor believe this last statement. 
Several days ago I did just such a resection upon a large 
infiltrating bladder tumor, removing 15.8 grams. Towards 
the end of the procedure obvious extravasation occurred. 
Careful watching and antibiotics have carried the patient 
through without a suprapubic cystotomy. 

It is true that all of the bladder infiltrated with tumor 
may not be recognized when treated transurethrally. While 
Dr. Jewett has shown excellent results in his series of 
segmental resections, in my opinion the general literature 
has shown poor results, probably for the same reason noted 
previously, namely: all of the extension into the bladder 
wall could not be recognized even at open surgical exposure. 


The question of total cystectomy is at present in a sorry 
state of general disagreement. In the past several years I 
have been an advocate of the procedure, but like Dr. Jewett 
on looking back over the situation, I cannot help wondering 
whether it is worth while. At St. Louis University we have 
two patients followed for ten years who are living without 
evidence of recurrence, but both were done for recurrent 
multiple papillomata. In the group of frankly infiltrative 
carcinoma there have been many deaths due to metastases 
and local recurrence, before five years. There are several 
who may yet be five-year survivals, but the picture is 
admittedly gloomy. In defense of procedure it must also 
be admitted that it was used when all other means failed 
and many cases were beyond possible cure due to extra- 
vesical extension. As Dr. Jewett has pointed out, the 
limitations of ureterosigmoidostomy have not yet been 
clearly defined. Certain recent findings may help to de- 
limit them. The elimination of the Coffey trough, as advo- 
cated by Cordonnier, Nesbit and others, may be one point. 
Yet in some cases fecal regurgitation has been an unhappy 
sequel. The work of Sauer, Blick and Buchwald indicates 
that provision must be made for mechanical drainage fol- 
lowing intestinal transplantation. Great progress has been 
made, and while much more needs to be done, it may well 
be that the answers are not too far away. 

This paper has done much toward suggesting a rational 
manner of reporting our results of bladder tumor therapy. 
So far as I know, Dr. Jewett has been the pioneer in 
pointing out the value of bimanual palpation of the bladder 
in indicating the degree of bladder wall invasion. If this 
is combined with a biopsy which includes a portion of the 
bladder muscularis, an accurate idea of the extent of the 
involvement can be determined. If this information is 
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obtained preoperatively instead of postoperatively, one can 
base his therapy upon more rational grounds. It may also 
prevent us from carrying out surgical feats which are 
brilliant, but which cannot help the patient. In addition 
to what has already been said, one must re-emphasize the 
drawbacks of pelvectomy and wet colostomy. Several such 
patients have been done at St. Louis City Hospital and ] 
have yet to see one who is comfortable. If one is going to 
do it, I believe a nephrostomy or ureterostomy with an 
ordinary colostomy is far more preferable. 


Dr. Nelse F. Ockerblad, Kansas City, Mo.—The grading 
of tumors according to degrees of malignancy is a snare and 
a delusion. There are, I believe, some exceptions to the 
statement that tumors that do not infiltrate the bladder wal] 
are without metastatic potentialities. The burden of proof 
is indeed upon anyone who declares a bladder papilloma 
to be benign or innocent. A sound dictum to follow is that 
a tumor is always as malignant as its most malignant part, 
Experience has taught me that in certain so-called benign 
papillomas pathologists have overlooked minimal cellular 
changes. The subsequent return of such a growth in a 
frankly malignant form is a not uncommon occurrence, 
In my book all bladder papillomas are malignant. 


Dr. Rex Van Duzen, Dallas, Tex—We have all heard the 
enthusiasts advocate total cystectomy with transplantation 
of the ureters into the bowel for infiltrating carcinoma of 
the bladder. When we see the report of Marshall and 
Whitmore, that of the 95 cases of total cystectomy for 
carcinoma of the bladder, only 25 are well and free of 
tumor two years following operation, we cannot help but 
hesitate as to the advisability of routine total cystectomy. 


John Caulk taught us that cases of carcinoma of the 
bladder were more comfortable if we treated them through 
the cystoscope without opening the bladder. In cases of 
multiple papilloma of the bladder I still follow his teachings, 
but in any case with a large base or a case of infiltrating 
carcinoma I much prefer the open operation. I do not 
believe the outlook for carcinoma of the bladder is so dark 
as some would have us to believe. I have for 20 years 
been an advocate of partial cystectomy; I prefer to doa 
wide resection with the cautery knife going at least one-half 
to one inch beyond any suspicious area; then I like to plant 
radon seeds one centimeter lateral to the line of incision and 
one centimeter apart. With this routine I have many cases 
living and well, five and ten years postoperatively. I have 
two cases of epidermoid infiltrating carcinoma which had 
already spread through the peritoneal surface and in whom 
a segment of the peritoneum was excised at the operation, 
who are now living ten years after operation. 


Dr. Harold P. McDonald, Atlanta, Ga—At every conven- 
tion the question of the management of bladder tumor 
comes up. Dr. Jewett’s paper today is one of the best it 
has been my pleasure to hear. He has dealt with the situa- 
tion fairly and has brought out some of the inadequacies of 
total cystectomy in the treatment of bladder tumors. His 
“segmental resection” or partial cystectomy has given ex- 
cellent results especially in those tumors situated in the free 
portion of the bladder. 


Management of tumor which has already spread beyond 
the confines of the bladder is disappointing whether it is 
done by cystectomy or by partial cystectomy or “segmental 
resection.” The patient’s comfort is something to be com 
sidered and we are among those who have been enthusiastic 
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about transurethral electroresection of bladder tumors. 
Thorough removal of all the tumor by means of the re- 
gctoscope and then by resection of the tumor base and 
surrounding bladder, even through the muscularis of the 
bladder, will permit the preservation of normal bladder 
function for these patients. A considerable number of five- 
year cures has been obtained in those patients with tumors 
that were considered to be completely resectable. Many 
other patients with tumors that have spread beyond hope 
of complete removal have been kept comfortable and the 
bladder tumor controlled by repeated resections for re- 
currences. Regular cystoscopic examinations must be in- 
sisted upon in order to prevent recurrences from becoming 
widespread or of large size. 

In patients in whom the tumor is situated in the dome 
of the bladder, subtotal cystectomy is, to us, the method of 
choice. Until better results are reported and until longer 
survival rates and less morbidity and more comfort to the 
patient are reported then I think, in the hands of those who 
can do electroresection, the comfort of the patient is greater. 
Most patients would rather keep the bladder and void 
normally than have cystectomy. 


Dr. Jewett (closing) —I did not say that superficially in- 
filtrating tumors always are confined to the bladder. I said 
that they usually are. I believe that few things are one 
hundred per cent in medicine. And I did not say that tumors 
that have gone all the way through the muscular layers 
always have metastasized. I said that they usually have. 
Qut of the thousands of cases seen by Dr. Ockerblad and 
by Dr. Van Duzen, these few exceptional cases stick in their 
minds. 





RADIATION PROCTITIS* 
DIAGNOSIS AND TREATMENT 


By OrvitteE T. Evans, M.D. 
Lexington, Kentucky 


The purpose of this paper is to review briefly a 
few of the most outstanding contributions to the 
literature on this subject and to relate our experi- 
ence with 20 cases during the past two years. 


The inflammatory reaction occasionally found in 
the rectum and terminal colon after radium or 
roentgen ray therapy to an extra rectal pelvic struc- 
ture is specific and characterized by certain pathog- 
nomonic signs. It was termed “factitial” proctitis 
by Buie and Malmgren! in 1930 when they called 
ita justifiable lesion. They found it to be present 
in 3 per cent of a group of 2,075 who had received 
tadiation therapy for pelvic lesions, and it began 
on the average five months after treatment. 


These lesions fall into two groups known as the 


— 


*Read in Section on Proctology, Southern Medical Association, 
Forty-Third Annual Meeting, Auspices Campbell-Kenton County 


a Society of Northern Kentucky, held in Cincinnati, November 
“17, 1949, 
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“early” and “late” or the “transient” and “perma- 
nent” rectal changes. Most patients who receive 
radiation therapy to a pelvic structure other than 
the rectum experience an immediate inflammatory 
reaction involving the rectum, which is often ulcera- 
tive, and usually heals spontaneously within a few 
weeks. A small group does not remain healed. The 
mucous membrane breaks down several months 
after the initial rectal symptoms have subsided. 
This reaction is known as the late or permanent 
rectal change secondary to radiation. These late 
reactions are manifested by different types of lesions 
ranging from atrophy and bleaching of the mucous 
membrane to necrotic, bleeding, sloughing ulcers 
with stricture and fistula formation. 


The diagnosis of radiation proctitis is not difficult 
if the history of radiation therapy is known. Digital 
examination is important and reveals certain valua- 
ble information, such as induration and deformity 
in the rectum and adjacent structures, but the 
clinical and pathologic characteristics of the condi- 
tion can be appraised more accurately under direct 
vision through the proctoscope. The only charac- 
teristic common to all reactions is telangiectasis and 
the presence of blood,? even in the early stage of 
the disease. Many cases never show more pathologic 
processes than telangiectasis and a little bleeding. 
These often heal spontaneously. The process is first 
seen on the anterior rectal wall usually at the level 
of the cervix. It spreads as chronicity develops and 
an ulcer appears usually opposite the cervix. This 
ulcer is in the form of a dirty gray slough resem- 
bling a diphtheritic membrane with its greatest 
diameter in the longitudinal axis of the bowel. Age 
may be a factor in patients with arterial systems 
susceptible to sclerosis. Another common factor in 
these lesions is the situation on the anterior rectal 
wall where the blood supply is poorest. It often 
extends into and above the rectosigmoid juncture. 
When the rectosigmoid is involved the ulcer cannot 
always be visualized in its entirety, because fixation 
of the bowel makes the passing of the proctoscope 
difficult, painful and hazardous. 


Todd’ divides the late reactions into two groups: 
(1) those in which the reaction is limited to the 
rectum, and (2) those in which the rectum is in- 
volved in massive perirectal inflammation. He re- 
fers to these late lesions as pseudo-carcinoma be- 
cause both types resemble rectal carcinoma in symp- 
toms and physical signs. When the disease is limited 
to the wall of the rectum and the bowel is mobile, 
early malignancy, either primary or by secondary 
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extension, must be considered and ruled out. Like- 
wise when there is an ulcerating and stenosing lesion 
in the rectum with massive perirectal inflammation 
causing a frozen pelvis, one finds a situation resem- 
bling advanced carcinoma with extra rectal spread 
in all directions and involving all adjacent pelvic 
structures. Cases of this type present the most 
difficult problems; if they survive the disease for 
which radiation was administered, this reaction is 
not reversible. 


The typical ulcer heals by fibrosis. When this 
occurs it resembles an area of fascia at the bottom 
of a saucer-shaped wound standing out in marked 
contrast to the bleeding telangiectatic area around 
it. Later the area becomes glazed and the bleeding 
is less. The typical lesion requires no biopsy for 
diagnosis, but the extensive severe stenosing lesion 
cannot be accurately distinguished from cancer 
without biopsy. Secondary involvement of the 
rectum by epidermoid carcinoma of the cervix is 
not uncommon. In 600 cases reviewed by Mass* 
it occurred ten times. 

Rectal strictures and rectovaginal fistula are 
common complications of the severe reactions but 
are not necessarily disabling if the patient survives 
the primary condition. 


The etiology of this disease is poorly understood. 
The clinical condition was described by Futh in 
1915.5 It is estimated by some that the mucous 
membrane of the rectum will tolerate only two- 
thirds the amount of radiation tolerated by the 
normal uterus (Ricketts®). An individual suscepti- 
bility is a possible explanation of this reaction. Mass 
found that in 600 cases of radiation proctitis there 
were 523 cases of radiation sickness. Seventy pa- 
tients in this group developed permanent rectal 
changes. 

It appears from the literature that the Marie 
Curie Hospital’ first studied the incidence of radia- 
tion proctitis in 1929 when they reported it occurred 
in 12 per cent of their patients following radium 
therapy to the cervix. They were able to reduce the 
incidence to 3 per cent by 1932 showing that the 
technic or plan of treatment was an all important 
factor in the cause of this disease. 

Todd’ reviewed the literature in 1938 and found 
the average incidence of ulceration of the rectum 
following radiation treatment for pelvic malignancies 
to be about 5 per cent, and the duration of time 
before onset to be six months. 


Randal and Buie* in 1943 studied 88 cases in 
which significant symptoms led to proctoscopic 
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examination. The symptoms in order were: frequent 
desire to go to stool, liquid stools, pain in the 
rectum, bloody mucous discharges, and constipation, 
The onset of severe symptoms occurred five to six 
months following treatment. 

Ferguson’ in 1938 reported a case following treat- 
ment of cancer of the bladder in a 64-year-old man, 
another case following treatment of cancer of the 
prostate with roentgen rays in a 69-year-old man, 
6 cases following treatment with radium and cross 
fire roentgen ray therapy for cancer of the cervix 
and the uterus. He gave no estimate of the incidence 
of the disease. In 1944 Jones! reported six cases 
of stricture of the sigmoid and one of the small 
intestine after radiation therapy of the uterus. 


Baud,'! Curie Foundation, Paris, treated 105 
cases of cancer of the cervix with radium alone 


from 1929 to 1949. Fifteen had minor rectal and 


intestinal complaints manifested by diarrhea and 
blood-streaked mucus for short periods. One pa- 
tient had a serious complication, a necrotic ulcer on 
the anterior rectal wall which healed by fibrosis, 
She explained this occurrence on the basis of a 
technical error. Elliott and Jenkins!? (quoted by 
Ferguson) report a patient who died as a result of 
intestinal perforation secondary to roentgen ray 
therapy to the abdominal wall. 


During the past two years 20 patients with this 
disease have been examined by us. Of this group 
three are dead, two from distant metastases; the 
other one died because of massive extension of the 
rectum and the entire pelvic area. Two are critically 
primary epidermoid carcinoma of the cervix to the 
ill. One has invasion of the rectum and bladder by 
the primary adenocarcinoma of the uterus; the other 
has a frozen pelvis and a rectovaginal fistula fol- 
lowing the second attempt to eradicate the carci- 
noma of the cervix with radiation therapy. Fifteen 
are living with little or no rectal discomfort from 
radiation proctitis. The shortest period since radia- 
tion treatment in this group is 18 months and the 
longest period is 24 years. The average time elapsed 
from the last treatment to the onset of severe 
symptoms was about seven months. Twelve out of 
this group of 15 patients had typical “factitial” 
ulcers and have been observed from one to two 
years. All of the ulcers are practically healed leav- 
ing glazed fibrotic scars, some of which break down 
slightly from any disturbance in the usual bowel 
function. Most of these patients experience a little 
bleeding at times, but pain, tenesmus and urgency 
to evacuate the rectum is no longer troublesome. 
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A 58-year-old woman of this group had been 
treated for a proven carcinoma of the cervix 24 
years prior to the examination for rectal bleeding 
of many years duration. Examination with the 
proctoscope revealed the typical atrophic glazed 
mucous membrane on the anterior rectal wall with 
the bleeding telangiectatic areas. 


A 55-year-old man came for examination with 
the presenting complaint of mild rectal bleeding 
since 1931, a period of 17 years. At that time a 
low lying adenocarcinoma had been removed from 
the rectum by local excision. He had refused a 
colostomy. Following the operation roentgen ray 
therapy was given. The rectum and lower sigmoid 
were contracted and the mucous membrane pre- 
sented the typical appearance of late radiation 
proctitis. 

A patient had a severe hemorrhage from a par- 
tially separated slough. Three transfusions, each 
consisting of 500 cc. of blood, were necessary to 
relieve the patient of shock. Then with irrigation 
and suction the bleeding area was located, and an 
“oxycel” pledget was packed into the ulcer and 
held in place by a rectal pack. This ulcer healed 
without further troublesome bleeding. Another pa- 
tient, a 62-year-old woman, had an obstructive re- 
section because of a stenosing lesion 10 cm. in length 
in the distal third of the sigmoid, 5 years following 
radiation therapy for carcinoma of the cervix. An 
obstructive resection is the operation of choice in 
these cases because of the uncertainty of the blood 
supply. 


TREATMENT 


The prognosis of a given case of radiation proctitis 
varies with the response of the primary lesion to 
radiation therapy. If the malignant lesion is eradi- 
cated the proctitis is a self-limiting complication 
which will heal with or without treatment. Those 
cases in which the tolerance of the rectal mucous 
membrane has been greatly exceeded will experience 
bleeding on occasion and discomfort for several 
months following the maximum reaction which ap- 


pears six months to a year following radiation 
therapy. 


When stenosis or obliteration of the rectum or 
terminal colon has occurred the process is irreversi- 
ble and obstruction has to be treated with a perma- 
nent colostomy or obstructive resection as the case 
tequires. These lesions are not amenable to dilata- 
tion, and local surgery has little chance to succeed 
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in an area where the circulation is greatly com- 
promised. 

Colostomy as a form of treatment for the acute 
condition usually has little eftect vpon healing of 
the ulcer, preventing a rectovagina! fistula or re- 
ducing the stricture and stenosis if present. It is 
an important adjunct to the treatment if hemorrhage 
is serious but has a negligible effect upon the course 
of the disease. Babcock in discussing the paper by 
Randal and Buie® on this subject, speaks of a 
radiation burn as a precancerous lesion and he 
advocates excision with the graft of normal tissue, 
thus eliminating the possibility of a secondary car- 
cinoma in the rectum. He reported the case of a 
26-year-old woman with this disease upon whom 
he did his pull-through operation with satisfactory 
results. Few cases are amenable to this type of 
treatment for obvious reasons. In 1946, Ricketts® 
reported the use of radon ointment in the treatment 
of seven cases of this disease with satisfactory 
results. 

Todd’ reported seven cases of the severe peri- 
rectal type of reaction with intractible pelvic pain 
in which he did a presacral sympathectomy. He 
also did a colostomy in five of these cases. The 
procedure was followed by a satisfactory relief of 
pain and an apparent hastening of resolution of the 
pelvic fibrosis and healing of the factitial ulcer from 
the increased blood supply. 

It has been our practice to emphasize the impor- 
tance of a smooth diet supplemented with a muciloid 
preparation. It is obvious that hard feces pressing 
on an inflamed or ulcerated area of this type will 
cause bleeding and increased ulceration. Likewise, 
a liquid stool with its upper intestinal content is 
very irritating and causes these patients discomfort. 
Every effort is made to keep the stool free of fluid 
but slippery enough to avoid trauma. Anorexia is 
a common complaint of these patients. A high 
caloric diet with low residue and increased protein 
supplemented with iron and vitamins is encouraged. 

The rectum should be kept empty and clean as 
much of the time as possible. This can be greatly 
facilitated by giving a cleansing enema of plain 
warm water after each defecation. Mineral oil 
should never be used as a laxative in these cases 
because of the tendency to seep into the rectum 
causing constant fecal soiling. The injection of 5 
cc. of an analgesic agent such as procaine in oil is 
effective in relieving the tenesmus and frequency. 
It may be used from one to several times daily. 
We have seen no bad effect from its use. 
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If there is considerable necrosis, 5 to 10 cc. of 
furacin® solution is injected daily to be retained 
all night if possible. This hastens the resolution of 
the necrotic material. If there is a tough slough 
which is slow to separate, careful desiccation of the 
fibrotic strands is done with the fulgurating elec- 
trode. Judicious fulguration is effective in con- 
trolling bleeding if from distinct granulating areas. 

Most of these patients require a sedative to keep 
intestinal motility and secretion at a minimum. A 
combination of phenobarbital and belladonna in 
such amounts as the individual requires is almost 
routine for all these patients. 

Seventeen of the twenty patients treated by us 
have received sulfathalidine® for periods varying 
from one to six months. We believe this drug to be 
a valuable adjunct to the treatment of this disease 
because it reduces the intestinal flora to a minimum. 


It is doubtful that any of these cases is cured; 
however, the fifteen surviving the malignant condi- 
tion for which radiation was applied are comfortable 
and are experiencing minimal symptoms. 

While prophylaxis does not come within the scope 
of this paper, it may be said that following the 
publications of Buie and Todd the danger to the 
rectum has become generally recognized and proper 
precautions are being taken to prevent accidents in 
technic. Also, we feel that the incidence and severity 
of radiation proctitis varies, in many instances, with 
the knowledge and experience of the man applying 
such therapy. 

In this presentation we have given emphasis to 
the importance of a planned palliative treatment for 
the individual patient with this disease. It cannot 
be overemphasized that a patient who has been 
treated for cancer has an anxiety which can be 
allayed only by time and by the sympathetic under- 
standing of the attending physician. 


SUMMARY 


The diagnosis of radiation proctitis is unmis- 
takable if the case history is indicative and the 
lesions are typical. If the diagnosis is uncertain 
a biopsy should be taken. The disease develops in 
approximately 3 per cent of the patients five to six 
months after the application of radiation therapy 
for extra rectal pelvic lesions. A resumé of the 
management of 20 cases of late radiation proctitis 
with a simple regimen of treatment has been pre- 
sented. Twelve patients with the typical “factitial” 
ulcer have responded satisfactorily to this treatment. 
Colostomy as a treatment for this disease is in- 
effectual except in cases of severe and uncontrollable 
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hemorrhage and, of course, for obstruction. Treat. 

ment for this condition is of little benefit if the 

primary disease has not been eradicated. 
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DISCUSSION (Abstract) 


Dr. Louis J. Hirschman, Detroit, Mich—Dr. Evans re- 
ports that colostomy is ineffectual. I believe what he means 
is that colostomy alone is ineffectual as a treatment, but 
it is a very valuable adjunct and preparation for such 
surgery as may be subsequently required. Another thing 
which makes colostomy very valuable in these cases is that 
the average woman suffering from this condition would 
much rather have that rather distressing fecal discharge 
which emanates from the vagina checked and be able to 
control her bowel movements from a_ well-constructed 
median colostomy. Later, if surgical repair is indicated the 
colostomy, of course, has prepared a clean site for the 
purpose. 

Where a recto-vaginal fistula has occurred and colostomy 
has been employed in order to divert the discharge from 
this region, one must not be too hasty about performing 
the operation for repair. Better wait extra months before 
attempting repair because the resolution of this diseased 
tissue is very, very slow indeed. 

May I make another remark about radiation therapy? 
Physicians who have been treating pruritis ani by exposure 
to the roentgen ray should allow a considerable lapse of 
time before attempting surgery. 

Radiation therapy has been of considerable value in 
palliating the symptom of itching of pruritis ani, but it also 
has a very, very deleterious effect upon the recuperative 
powers of the integument. So if a patient comes with a 
history of having had x-ray treatment for pruritis, do not 
be in a hurry to perform what may seem to be indicated 
surgery, because the healing of these parts is grievously 
delayed after x-ray therapy. 


Dr. Evans (closing) —I did mean that colostomy is it- 
effectual in curing a factitial ulcer or preventing a recto- 
vaginal fistula. In certain circumstances it may be ai 


excellent adjunct to the treatment of either. 
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OLIGURIA AND ANURIA DUE TO 
SULFONAMIDES* 


REPORT OF FIFTEEN CASES 


By ARTHUR J. Butt, M.D. 
and 
Josepu Q. Perry, M.D. 
Pensacola, Florida 


The epoch-making success which has followed 
the use of the sulfonamides is universally acknowl- 
edged. Apparently the adverse effects of the drugs 
are less recognized. Almost every organ may be 
affected, and the most frequent site of involvement 
is the urinary tract. Serious sulfonamide reactions 
are usually the result of careless or indiscriminate 
administration. Their greatest danger lies in the 
physician’s failure to assume responsibility for their 
correct administration as well as the early recogni- 
tion of untoward effects. The tremendous impor- 
tance of the problem is evidenced by the fact that 
fiteen patients with oliguria and anuria following 
sulfonamide therapy have been treated by us dur- 
ing the past thirty months.* In seven of these cases, 
sulfonamides were administered for mild upper 
respiratory infection or other disorders for which 
the drugs have little specific therapeutic value. In 
almost every instance, the complication could have 
been prevented, since little or no attempt had been 
made to insure an adequate fluid intake or adequate 
concomitant alkali therapy. There were three 
deaths in this series which attests to the potential 
seriousness of the reactions. 


Urinary tract complications which may follow 
the administration of sulfonamides are classified as 
those due to: 


(1) Mechanical obstruction 
(A) Extrarenal 
(B) Intrarenal 
(2) Nephrotoxic reactions 
(A) Simple degeneration of tubular epithelium 
(B) Necrosis of tubular epithelium 
(C) Glomerulitis 
(3) Combination of mechanical obstruction and nephro- 
toxic reactions 


Obstruction of the urinary conduits, the most 
frequently encountered complication of sulfonamide 
therapy, is due to the precipitation and impaction 


*Read in Section on Urology, Southern Medical Association, Forty- 
Third Annual Meeting, Auspices Campbell-Kenton County Medical 
cuciety of Northern Kentucky, held in Cincinnati, November 14-17, 
‘tThree of the patients were treated by Dr. Lee Sharp whom we 
Wish to thank for permission to use in this series. 
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of crystals, composed principally of the relatively 
insoluble acetyl derivatives.!?3 The concentration 
of sulfonamides in the urine is important since the 
solubility product of any sulfonamide cannot be 
exceeded until the distal convuluted tubules is 
reached. Sedimentation and aggregation of sus- 
pended crystals, therefore, will first occur in the 
collecting tubules. Tubular impaction may then 
occur in retrograde fashion but more commonly 
further massing of crystals occurs distally in the 
calices, pelvis, ureter, bladder, and urethra.!? The 
presence of an obstructive or inflammatory lesion 
in the urinary tract may furnish an all important 
nidus for crystal growth and be responsible for the 
initiation of crystallization from a super-saturated 
solution.!5 

The individual solubility of the various sulfo- 
namides and the acetyl derivatives is one of the 
principal factors which produces the formation of 
concretions. Sulfanilamide, sulfacetimide, and NU 
445® are almost completely soluble in any concen- 
tration obtained in the urine during therapy.* 5°’ 
Mechanical obstruction due to sulfanilamide is 
rarely encountered. We have treated a case in which 
anuria developed due to obstruction of the ureters 
by concretions following the administration of 
twenty-six grams of sulfanilamide without alkalini- 
zation for erysipelas. The free and acetylated forms 
of sulfathiazole, sulfadiazine, and sulfamerazine are 
not entirely soluble in urine, although their solu- 
bility is greatly increased when the pH of the urine 
is raised above the critical value of 7.!! 13 14 

In this series of fifteen cases, there were eleven 
in whom oliguria and anuria were due to mechani- 
cal obstruction. Three cases of oliguria and two 
cases of anuria were due to obstruction produced 
by sulfathiazole concretions. A patient developed 
anuria and one developed oliguria due to obstruc- 
tion produced by sulfadiazine concretions. In three 
cases the type of sulfonamide administered was not 
known. The amount of sulfonamide taken before 
the onset of urinary suppression due to obstruction 
varied from approximately 10 grains in a fourteen- 
day-old child to 248 grams administered over a 
period of thirty-seven days. The average amount 
administered before onset of oliguria or anuria 
averaged 37 grams. Duration of oliguria or anuria 
varied from five hours to one hundred hours, with 
an average of twenty-four hours before the patient 
sought medical attention or before urological con- 
sultation was requested. Ages ranged from two 
weeks to sixty-seven years. Five of the patients 
were less than twenty months old, and in this group 
there were two fatalities. 
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Lehr’ ° !°!! recently showed that when a mixture 
of two or more sulfonamides is present in the urine, 
the solubility of each component of the mixture is 
the same as if it were present alone. Clinical appli- 
cation of this principle has shown that when a 
combination of sulfonamides is employed, the in- 
stance of crystalluria is minimal, and the risk of 
obstruction is virtually eliminated. We prescribed 
a mixture of sulfathiazole, sulfadiazine, and sulfa- 
merazine, each grains 5, given four times daily in 
325 cases and have observed no serious urinary 
tract complications, and in only two cases was there 
an appreciable crystalluria. All of these patients 
had adequate fluid intake and concomitant alkali 
therapy. 

It is necessary to differentiate obstructive from 
nephrotoxic anuria because the methods used for 
their treatment are not the same. Differentiation 
is made by cystoscopic examination and ureteral 
catheterization. The presence of impacted crystals 
in the draining part of the urinary tract indicates 
obstruction. The absence of urine or the finding 
of small amounts of urine free from crystals indi- 
cates that the anuria is due to toxic nephrosis. 


A scout film of the urinary tract should be made 
in order to exclude obstructive calculi, although 
concretions of sulfonamides are not radiopaque un- 
less calcareous material is superimposed. Cysto- 
scopic examination and bilateral ureteral catheteri- 
zation are then performed as emergency diagnostic 
and therapeutic procedures. If anuria has been due 
to concretions, urine will begin dripping when the 
catheters are passed. The catheters are then secured 
in position, and the renal pelves lavaged with a 
warm 5 per cent solution of sodium bicarbonate. 
Once obstruction has been overcome, fluids can be 
liberally administered, and an attempt made to 
alkalinize the urine in order to increase the solu- 
bility of the concretions and increase the rate of 
sulfonamide excretion. If the fluid is to be given 
parenterally, it is rarely necessary to give more 
than 1,000 cc. of saline solution in any twenty-four 
hour period. Additional fluids then consist of 5 
per cent solution of glucose in distilled water. The 
amount of fluid required is simply that which will 
overcome any pre-existing dehydration, plus a suffi- 
cient excess to assure copious diuresis. If anuria 
persists after normal hydration is re-established, it 
is due either to intrarenal precipitation of sulfo- 
namides or to a combination of obstruction and 
distal tubular cell damage. To persist in “forcing 
fluids” under these circumstances is to court dis- 
aster. The patient is better treated as if the problem 
were acute toxic nephrosis. 
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Long and associates!® early recognized that 
anuria following sulfonamide therapy might be due 
to true toxic injury as well as mechanical obstruc- 
tion. It is now well established that regardless of 
whether the changes are due to hypersensitivity or 
to a direct toxic effect of the drug, the pathologic 
entity responsible for this type of anuria is de- 
generation and necrosis of the epithelium of the 
distal convoluted and collecting tubules.* 5 617 
Glomerular changes are far less frequently de- 
scribed, although LuetScher!® and Murphy and co- 
workers!? suggest that there may be present a con- 
comitant specific tubular defect and glomerular 
lesion. In this series of cases, there were three pa- 
tients with anuria and one with oliguria due to 
nephrotoxic reactions. These patients had taken 
relatively small doses (average 13 grams) of sulfa- 
diazine before onset of anuria. There were three 
deaths in this group. Autopsy in one revealed that 
in one anuria was due to necrosis of the tubular 
epithelium and the other necrosis of the tubular 
epithelium and glomerulitis. No autopsy was ob- 
tained in the third case. In the one case that sur- 
vived, it is believed that oliguria was due to simple 
degeneration of the tubular epithelium. Increased 
urinary output began on the sixth day. 


If oliguria or anuria develop and ureteral cath- 
eterization fails to reveal urine or reveals a small 
amount of dilute urine lacking in sulfonamide 
crystals, it can be assumed that it is due to de- 
generation or necrosis of the epithelium of the distal 
collecting tubules. In this situation, glomerular 
filtration is relatively unimpaired, but the damaged 
epithelial cells couple with the actual formation of 
tubulovenous shunts offer little barrier to the total 
re-absorption of all glomerular filtrate formed. 
Once anuria due to distal tubular cell necrosis has 
appeared, it will persist until regeneration of the 
necrotic tubular epithelium has occurred and will 
be totally uninfluenced by overhydration or by 
various diuretic agents. Treatment, therefore, 
should be ultraconservative, resolving itself simply 
into maintaining the patient in as nearly normal 
fluid and electrolyte equilibrium as possible. Essen- 
tially this demands restriction of total fluid intake 
to approximately 500 cc. daily. This can be given 
either intravenously or preferably by mouth and 
may perhaps be best prescribed in the form of a 
low protein-high carbohydrate beverage. The inges- 
tion or infusion of glucose should be relied upon 
to reduce protein breakdown and inhibit develop- 
ment of ketosis. Salt intake should be restricted to 
4 grams or less in 24 hours. The need for addi- 
tional salt is governed largely by the presence of 
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vomiting, diarrhea, or actual sweating. Alkali should 
be given only if there is both clinical and laboratory 
evidence of severe acidosis. Diuretics are contra- 
indicated. 


If these basic measures which are in direct op- 
position to those used in the treatment of obstruc- 
tive anuria are followed, the incidence of pulmonary 
edema will be decreased and the percentage of 
patients who recover will be proportionately in- 
creased. Regeneration of tubular epithelium, usu- 
ally between the sixth and tenth day, will often be 
followed by profuse diuresis and rapid loss of 
electrolytes. 


If despite persistent application of these meas- 
ures the patient shows no evidence of recovery, and 
the situation appears desperate, recourse to some 
form of artificial kidney may become necessary. 
Abel, Rowntree, and Turner?° in 1914 demonstrated 
that the blood urea of an animal may be reduced 
by passing its blood through an apparatus consist- 
ing of cellulose tubing immersed in brine. Since 
then, in order to accomplish this, investigators have 
utilized the peritoneum, the mucosa of the stomach, 
the small intestine, the large intestine, and various 
synthetic membranes. These methods have not yet 
received widespread clinical use; therefore, a de- 
tailed description of each method is not warranted 
in this paper. Finally, we believe that renal de- 
capsulation has no place in the treatment of anuria 
due to sulfonamides. It is valueless when urinary 
suppression is due to obstruction of the urinary 
conduits. If oliguria or anuria are due to nephro- 
toxic reactions, surgical intervention only adds 
trauma to a severely injured kidney. 


SUMMARY AND CONCLUSION 


Urinary tract complications of sulfonamide ther- 
apy are, to a large extent, preventable. They may 
be attributed primarily to indiscriminate administra- 
tion of the drugs, the physician’s failure to recog- 
nize untoward reactions, and the general public’s 
ignorance of their potential dangers. 


Oliguria and anuria are due either to mechanical 
obstruction or to destruction and necrosis of the 
epithelial cells of the distal convoluted tubules. 
Differentiation between their causes and their pre- 
vention and treatment is outlined. 


Fifteen cases of oliguria and anuria due to sulfo- 
namides are analyzed: eleven cases were due to 
obstruction by sulfonamide concretions and four 
cases to nephrotoxic reactions. There were three 
deaths in this series. 
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DISCUSSION (Abstract) 


Dr. Hjalmar E. Carlson, Kansas City, Mo—lIt is cer- 
tainly true that we see all too many cases of sulfonamide 
anuria and oliguria although the number of such cases is 
fewer than it was in the early days of sulfonamide therapy. 
This problem did not become apparent until the introduc- 
tion of other sulfonamides than sulfanilamide. In fact, in 
the early days of sulfanilamide therapy we thought that 
perhaps it was acetyl sulfanilamide that was the effective 
agent and so administered it to some 25 patients in doses of 
80 grains a day. In these patients the excretion product 
was almost pure acetyl sulfanilamide. A very little was 
hydrolyzed back to sulfanilamide. In none of these patients 
was there any evidence of oliguria or anuria. 


Though most of the mechanical and nephrotoxic reac- 
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tions have been due to sulfathiazole, sulfadiazine or sulfa- 
merazine, other drugs such as sulfasuxidine® and sulfa- 
guanidine have on rare occasions been responsible for 
oliguria or even anuria. Although I have not seen such a 
case personally I remember that while in the service it was 
my privilege to attend a pathologic conference at the Massa- 
chusetts General Hospital where such a case was described. 


There has been, I believe, a decrease in the incidence of 
rena] blockage and nephrotoxic reactions from the sulfo- 
namides partly due to a more general appreciation of the 
dangers involved in their use, and the more general use of 
combinations rather than the pure drugs. Frequently the 
combinations are also administered with sodium bicarbonate 
to increase solubility and further to reduce the danger. 
The increased use of penicillin, streptomycin, aureomycin, 
chloramphenicol, gantrisin® and polymyxin® and other 
antibiotics has resulted in some decrease in the general use 
of the sulfonamides and a decrease in reactions from them. 


In the treatment of sulfonamide anuria where mechanical 
obstruction is present, we have found indwelling ureteral 
catheters and irrigation with sodium bicarbonate solution to 
be the most effective means of combatting this condition. 
This has been true even in the absence of gross obstruction 
of the ureters. For many hours after ureteral catheters are 
introduced the injection of the catheter with only 5 cc. of 
a 5 per cent sodium bicarbonate solution will be followed 
by a return of 10 to 20 cc. of urine. We therefore have the 
nurses continue the irrigations on return from cystoscopy 
every 5 minutes for several hours, then at greater intervals. 
We have not used sodium sulfate intravenously but do 
use one-sixth molar sodium lactate in order to alkalinize 
the patient rapidly, or if the patient is conscious he is 
also given soda by mouth. I am in accord with the authors 
that renal decapsulation has no place in the treatment of 
this condition. In the event of continued uremic mani- 
festations we introduce a Levine tube or, less commonly, 
a Miller-Abbott tube, and the nitrogenous materials are 
removed by gastroclysis. We first made use of this method 
over 15 years ago and have found it most valuable in the 
treatment of the uremic state. The irrigating fluid is 
allowed to drip into the stomach and at varying intervals 
the irrigant is drained out. Generally the irrigating fluid 
is allowed to drip 45 minutes in each hour while 15 minutes 
are permitted to drain the stomach or intestine. The irri- 
gating fluid used depends upon blood chemical studies of 
the patient which must be carefully followed. The chlorides 
and the carbon dioxide combining power are most impor- 
tant. In order still further to assist in the elimination of 
nitrogenous waste, magnesium sulfate solution is introduced 
into the stomach tube until free catharsis is established. 
Much more could be said about the treatment of the uremic 
state but that is not within the province of either the paper 
or this discussion. 


Where the oliguria or anuria is due to mechanical ob- 
struction, definitive treatment for uremia is usually not 
necessary; however, when the reaction from the sulfo- 
namides is nephrotoxic in type, treatment for uremia is 
imperative. These patients are extremely ill. If they can 
be tided over until the inflammatory reaction in the kidney 
has subsided, the patient has a better chance for recovery. 
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Dr. Samuel A. Vest, Charlottesville, Va—We have seena 
number of cases of nephrotoxic anuria in our institution. Dr, 
Butts had several cases due to sulfadiazine, whereas all of 
our anurias have been as a result of the administration of 
sulfathiazole. This has not produced a block due to calculj 
or excessive crystals in the tubules. The anuria has been 
a result of necrosis of the distal tubules, which is sometimes 
referred to as lower nephrosis. 

The cause of death following such lesions in the kidney 
is of interest. A large number of patients with acute urinary 
suppression die suddenly at the beginning of the eighth or 
ninth day. If they are not drowned by the administration 
of too much fluid or electrolytes, resulting in right-sided 
heart failure, it is most probable that death is due to 
potassium poisoning. This was suspected in England during 
the last war after a large number of these injuries. Electro- 
cardiograms show the typical changes of potassium in- 
toxication. 


The normal blood potassium is approximately 20 mg. or 
4% to 5 milliequivalents. The lethal toxic concentration 
is somewhere around 20 mg. per cent. With anuria present 
there is no longer any way for the usual 2 or 3 mg. excre- 
tion of potassium in the urine. It is doubtful that urea 
makes any difference or is important as it is not toxic. The 
thing that actually kills the patient is most probably ex- 
cessive potassium concentration affecting the heart. 

The main problem of therapy is to keep the patient alive 
long enough to allow regeneration of the epithelium in the 
distal tubule. This begins to take place a few days after 
the injury and is well accelerated by the eighth or ninth 
day. In keeping the patient alive, he must not be drowned 
by excessive fluid. Actually the patient will need only about 
500 cc. per day in order to keep him going in ordinary 
weather and in this way there will not be excessive edema. 
The use of artificial kidneys, or some of the natural mem- 
branes, in which to dialyze potassium, urea and other sub- 
stances from the blood may be extremely helpful. This was 
illustrated very nicely the other day at our institution by one 
of the residents on the medical service, Dr. Myers Hicks. 
He had a patient practically anuric for nineteen days who 
survived. He was put on a basic diet of rice, so as not to 
take in any exogenous potassium or nitrogenous products 
to produce excessive urea. On such a basic intake he ex- 
creted only two or three grams of urea each day, which was 
not important. Dr. Hicks inserted a tube about 5 feet down 
in the duodenum and another just around the pylorus of 
the stomach. He was able to irrigate large amounts of the 
correct solution through this portion of the upper gut and 
to remove not only urea but a controlled amount of potas- 
sium so that the patient survived long enough for regenera- 
tion of the renal tubules, diuresis and a return of renal 
function. 


Dr. Nelse F. Ockerblad, Kansas City, Mo.—There recently 
came under my care a patient upon whom a cystectomy and 
ureterosigmoidostomy had been done by me some years be- 
fore. This patient took sulfadiazine on his own recommenda- 
tion. When I saw him he had had a total anuria for five 
days. We could not find the stoma in the bowel so no 
kidney lavage could be carried out. However, there was 
a happy outcome with the usual recommended intravenous 
therapy. 
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ANGINA PECTORIS* 


TREATMENT BY INJECTION OF STELLATE GANGLIA 
WITH AMMONIUM SULFATE 


By James B. Stusss, M.D.? 
and 
Robert DEAN Wootsey, M.D.* 
St. Louis, Missouri 


Mrs. L. W. suffered from severe recumbent angina re- 
quiring morphine sulfate, grains one-fourth, every two 
hours. While searching for some relief for this patient, we 
noted in perusing Leriche’s work on the anatomy ard sur- 
gery of the sympathetic system, that many patients could 
be given immediate relief for a week to a month by injection 
of the stellate ganglion with procaine. At this time one of 
us (W) had been using ammonium sulfate in benzyl alcohol 
for nerve root injection for low back and sciatic pain, and 
it occurred to us to try this in the region of the stellate 
ganglion for the relief of this woman’s anginal pain. 

On October 1, 1948, her left stellate ganglion was injected 
with 5 cc. of 1 per cent procaine and 20 cc. of buffered 
ammonium sulfate. On the following day the right side was 
injected. The patient obtained immediate relief and remained 
free of pain for six months. 


Anatomical Basis for Procedure—tLeriche and 
Mandl have said that anginal pain may be relieved 
following procaine injection of the stellate ganglion 
for as long as from one week to one month. White 
has been unable to obtain such prolonged relief. 

Anatomically, injection of the stellate ganglion 
and surrounding structures for the treatment of 
severe angina is perfectly logical, if an anesthetic 
agent can be found which will give prolonged relief. 
Procaine, as we have said, gives a relatively short 
period without pain. We have found buffered am- 
monium sulfate solution to be more nearly ideal and 
we have been able to obtain prolonged comfort for 
from one to six months following bilateral stellate 
ganglion injection with this substance. 

The stellate ganglion is situated at the antero- 
medial aspect of the junction of the first rib with 
the transverse process of the first thoracic vertebra. 
It lies just behind the first portion of the vertebral 
artery as it leaves the subclavian and it is made up 
usually of a fusion of the inferior cervical and first 
thoracic ganglia. Superiorly, the sympathetic chain 
is extended from it, posterior to the carotid sheath to 
become the cervical sympathetic chain with the 


_ 


*Read in Section on Medicine, Southern Medical Association, Forty- 
Third Annual Meeting, Auspices Campbell-Kenton County Medical 
oad of Northern Kentucky, held in Cincinnati, November 14-17, 


*From the James B. Miller Institute of Experimental Medicine of 
St. Louis University. 


fInstructor in Internal Medicine, St. Louis University School of 
Medicine, St. Louis. 


tinstracter in Surgery, St. Louis University School of Medicine, St. 
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middle and superior cervical ganglia. From the 
medial border of the stellate ganglia pass the 
superior, middle and inferior cardiac nerves as they 
return down the cervical chain from the superior and 
middle cervical ganglia. Also from the medial border 
of the stellate ganglia pass the connections of this 
ganglion with the cardiac and aortic plexus. The 
thoracic cardiac nerves are given off from the upper 
five thoracic ganglia. These are very small and are 
variable in function and number. The postganglionic 
fibers from the cervical ganglia and from the stellate 
ganglion described above as coming off the sympa- 
thetic chain in the region of the stellate ganglion are 
much larger and more substantial than those post- 
ganglionic fibers represented by the thoracic cardiac 
nerves. Sections of these postganglionic fibers all 
show large numbers of myelinated nerve fibers, that 
is, afferent fibers. There are many more of these 
fibers in the postganglionic nerves toward the medial 
side of the stellate ganglion than in the minute 
thoracic cardiac nerves. 

Anatomically, it is possible to include in one in- 
jection all the postganglionic fibers to the cardiac 
and aortic plexus except those fibers traversing the 
thoracic cardiac nerves. These fibers we believe to 
be inconsequential. 

MATERIALS AND METHODS EMPLOYED 
The buffered ammonium sulfate solution employed for 


injection is known, commercially, as dolamine.®* 


The formula is: 


Ammonium sulfate 0.75 per cent 
Benzyl alcohol ; 0.75 per cent 
Sodium chloride 0.48 per cent 
Ph adjusted to 7.2 with NH,OH 

H20 as. Ad. Se eee 10 ce. 


This substance has been studied in detail by Judovich. 
He says that the mode of action is through anesthesia of 
certain nonmyelinated fibers which conduct pain sensation. 
We are unable to say whether ammonium sulfate or benzyl 
alcohol is the potent ingredient in relief of pain. This is 
under investigation at the present time. 

The injection procedure is as follows: 


The midpoint of the clavicle is marked and the skin just 
above is anesthetized with 1 per cent procaine. Then a 20- 
gauge spinal needle is inserted in the direction of the neck 
of the first rib, traversing the anterior scalene muscle at an 
angle of 45° with the midplane of the body. When the 
needle strikes bone the point is in the region of the stellate 
ganglion. Five cc. of 1 per cent procaine are injected. When 
a Horner’s syndrome, that is, contracted pupil, ptosis, con- 
junctival injection and enophthalmos is obtained, 20 cc. of 
ammonium sulfate solution are injected. A second approach 
which we occasionally use is to ascertain the medial 
tubercle of the clavicle and make a wheal of procaine 1 cc. 
above it. Then pressing the carotid artery laterally with the 


*Obtained at the Harvey Laboratories, Philadelphia, Pennsylvania. 
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neck extended to its maximum extent the spinal needle is 
inserted perpendicularly to reach the neck of the first rib 
and the stellate ganglion. Procaine and ammonium sulfate 
solution are injected in similar fashion. The procedure is 
carried out on both sides. 


CASE REPORTS 


The following are illustrative case reports of 
patients from this series. It will be noted that these 
patients had objective evidence of heart disease as 
well as subjective symptoms before they were 
included in the series. 


L. W., a 67-year-old white woman, was admitted to the 
hospital on September 24, 1948, complaining of severe 
substernal pain radiating down the ulnar side of her left 
arm. She was cold and clammy and considered to be in 
shock. Her blood pressure which usually had been 160/90 
was found to be 90/80. Clinically she presented the picture 
of a myocardial infarction. Her heart was enlarged to the 
left and there was a loud blowing systolic murmur at the 
apex. She was treated with anticoagulants, oxygen and 
sedatives but she continued to complain of pain. Her electro- 
cardiogram revealed left ventricular hypertrophy. On Oc- 
tober 1, 1948, she had received so much morphine so fre- 
quently that we felt that other pain relieving methods should 
be considered. She was the first of our series to be injected. 
She remained free of pain until April 17, 1949, when both 
sides were reinjected. There was a recurrence of pain on 
June 2, 1949, when a third injection was performed. She 
has remained free of pain to date and is able to do her 
own housework and care for several children. 


B. M., a man, age 43, had had recurrent anginal pains 
since he had a myocardial infarction in October, 1948. 
The patient required frequent nitroglycerine tablets as well as 
demerol® for relief. Demerol® addiction was strongly sug- 
gested by the frequency of his requests for the drug. The 
electrocardiogram showed anterior infarction. On April 26, 
1949, a bilateral stellate ganglion block was performed. The 
patient was extremely gratified with the relief which fol- 
lowed. He was free of pain until May 2, 1949, when he 
had a recurrence which lasted for five hours. His electro- 
cardiogram did not reveal recent changes. On May 4, 1949, 
a second bilateral stellate block was performed and the 
patient remained free of pain for the succeeding six months. 

J. R., age 52, was first seen on April 7, 1948, suffering 
from anginal pain associated with a posterior myocardial 
infarction. He was treated for shock and his prothrombin 
time was kept at a low level for five weeks. He made a 
satisfactory recovery and returned to his former job as a 
plumbing salesman. After several months he noted that 
rushing or emotional outbursts would precipitate pain in the 
chest behind the sternum. The pain radiated to his left 
jaw and down the left arm. Nitroglycerine relieved this pain. 
His blood pressure has remained in the range of 170/90 to 
190/100. His heart does not appear to be enlarged on 
physical or roentgen examination. His attacks had become 
so frequent that he had been hesitant to continue to work. 
On April 20, 1949, both stellate ganglia were injected with 
20 cc. of ammonium sulfate. The patient had no severe 
chest pains and very few minor pains, which are transient 
and probably not related to the cardiovascular system, until 
mid-July when it was necessary to reinject his stellate 
ganglia. He was again comfortable until the third week in 
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October when he was reinjected. He is now working ir 
comfort. 

Our results may be summarized by recounting 
that eighteen patients were blocked thirty-one times 
during the course of a year. The results were ex- 
cellent in thirteen cases or 72 per cent; fair in five 
cases or 28 per cent; and there was no failure. 


DISCUSSION AND COMPARISON OF RESULTS 


Alcohol injection of the upper thoracic sympa- 
thetic chain has been practised in this country since 
its introduction by Swetlow in 1926. It has been 
popularized and used extensively by White at Massa- 
chusetts General Hospital since that time. There 
was an 8 per cent mortality rate during the first two 
weeks following injection in his series. 

There are numerous other drawbacks to alcohol 
injection even though it is done unilaterally. First, 
the results are not necessarily permanent though the 
time during which relief is obtained is usually more 
prolonged than with the method above described. 
There was no relief whatsoever in 20 to 25 per cent 
of all patients so treated. This can possibly be ex- 
plained by the fact that injection is unilateral. Fur- 
thermore, a permanent Horner’s syndrome is re- 
ported as common. Intercostal neuritis of varying 
severity and persistence is routine. Great skill, care 
and experience are essential to success of the pro- 
cedure. 

With the procedure as described above we have 
obtained 72 per cent complete relief and 28 per cent 
nearly complete relief. True, we have reinjected these 
patients on the average of every three or four 
months. However, we have had no patient who has 
had definite severe angina who has not obtained 
marked relief. There have been no deaths. There 
have been no permanent Horner’s syndromes, no 
pneumothorax, and no aphonia. There has been no 
intercostal neuritis. Numerous operators have been 
able to obtain similar results. All that is required is 
that a good temporary Horner’s syndrome be pro- 
duced bilaterally. 

The site of action here must be considered to be 
the afferent fibers, whether myelinated or non- 
myelinated. For, if the mode of action were through 
a paralysis of efferent fibers to the heart, we should 
have a permanent Horner’s syndrome. Since this is 
not true and the Horner’s syndrome disappears after 
a few hours, and since we know that there are large 
numbers of afferent fibers in the postganglionic 
fibers leading from the stellate ganglion to the aortic 
and cardiac plexuses, then it would seem that we 
are reasonably justified in this assumption. In view 
of Judovich’s work it would seem logical to conclude 
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that the fibers involved are afferent, nonmyelinated 
fibers. 

White had a mortality rate of 20 to 25 per cent 
following surgical procedures for treatment of 
angina pectoris. Various procedures have been 
reported. The simplest is that of Jonesco, Leriche, 
and others of removing the stellate ganglion. After 
having dissected out the stellate ganglion and 
thoracic cardiac nerves on several fresh cadavers, we 
believe that this is probably as adequate as any 
other. Certainly no one else can boast the low mor- 
tality that Leriche has reported. We believe with 
White that simply severing the preganglionic fibers 
of the upper five thoracic ganglia is sure to result 
in eventual recurrence of pain. Many maneuvers 
have been described for relief of cardiac pain from 
superior cervical ganglionectomy to removal of the 
upper five thoracic ganglia and the inferior cervical 
ganglion. 

We believe that the high mortality rate involved 
in operating upon the upper sympathetic chain in 
this group of patients is prohibitive. We can see no 
excuse for surgical intervention where simple re- 
peated stellate ganglion injection will allow the 
patient his maximum activity consistent with his 
cardiac status. 

There has always been an_ ultraconservative 
speculation concerning angina pectoris, namely: that 
the pain is a safety valve. Take away the safety 
valve and increase the risk to the patient because he 
has no warning when he exceeds his cardiac reserve. 
White has said that these patients do have a warn- 
ing sense of fullness in the chest after all pain has 
been relieved. We have confirmed this by our own 
observation. None of our patients who had not 
been digitalized before injection has had to resort 
to digitalis for relief or congestive failure. 

There is another immeasurable virtue of this pro- 
cedure. These patients are relieved of fear. They 
lose their facial pallor; their whole outlook on life is 
changed. 

CONCLUSIONS 

(1) A simple, quick and effective method for 
relief of severe angina pectoris is presented. 

(2) This method has advantages over alcohol 


injection and surgical intervention. These advantages 
are stressed. 


(3) Medical relief with nitroglycerin and other 
vasodilators may be used only after onset of pain, 
thus maintaining a state of anxiety which is per se 
disabling. 


(4) Patients may be treated on an ambulatory 
status. 


STUBBS AND WOOLSEY: 


ANGINA PECTORIS 677 


DISCUSSION (Abstract) 


Dr. William J. Atkinson, Jr., Mobile, Ala—Dr. Woolsey 
and Dr. Stubbs have made several very important con- 
tributions in this work. 

The first which should be mentioned is the demonstration 
of the usefulness of dolamin® in sympathetic nerve blocks. 
Supposedly the active ingredient in this solution is the 
ammonium ion, since benzyl alcohol is generally thought to 
have only a very temporary mild local anesthetic action. 
As Dr. Woolsey has pointed out, most of the original work 
on ammonium sulfate was done by Dr. Bernard Judovich 
of Philadelphia who showed that it destroys unmyelinated C 
fibers which mediate pain in sensory nerves. Apparently 
Judovich did not study sections of sympathetic nerves after 
injection with ammonium sulfate. He tells me in a recent 
communication that he has not demonstrated any clinical 
effect of ammonium sulfate on sympathetic pain fibers. 
Most of his opinion is based upon the failure of intrathecal 
ammonium sulfate to block pain of visceral origin. Now 
Drs. Woolsey and Stubbs present strong evidence that it 
does block some sympathetic fibers. I have seen several of 
their patients before and after dolamin® injections, and 
the results are quite impressive. Many of you probably also 
heard another brief comment made at the Section on Anes- 
thesiology on success with dolamin® in sympathetic blocks. 


As Dr. Woolsey has noted, previous authors have reported 
relief of angina for periods up to a month by injection of 
the sympathetics with procaine. We are publishing a re- 
port which notes the relief of angina from several days to 
weeks after the intravenous injection of an even more tem- 
porary ganglionic blocking agent, tetraethylammonium 
chloride. Apparently any temporary interruption of reflex 
arcs will give relief which often outlasts the block. But none 
of the temporary agents produces as prolonged and con- 
sistent results as these in this series. This seems to be fairly 
strong evidence that the ammonium sulfate does affect 
afferent sympathetic pain fibers. It would be interesting to 
see microscopic sections of sympathetic nerves one or two 
months after they have been injected with dolamin.® 


The demonstration of the very large nerve fibers which 
traverse the region of stellate ganglion in comparison to the 
tiny postganglionic fibers from the second to the fifth 
thoracic ganglia is most striking, and is something which 
has not in general been well appreciated in the past. 


Surgeons have reported only 50 per cent relief by re- 
moval of the stellates, but I have been told that it is more 
difficult to remove all of the fibers than to reach them by 
injection, and this may account for the better results in 
this series. Also, the large amount of solution which Dr. 
Woolsey is able to use may infiltrate the paravertebral 
space down to the second or third thoracic ganglia and 
actually produce more than a stellate block. 

While this procedure undoubtedly brings dramatic relief 
to severe angina cases, a large series will have to be followed 
for some period of time to determine its effect upon the 
life expectancy of the patients before we can be sure of 
its advisability in all cases. While many of the patients say 
that they can still feel a “sensation of fullness” in the chest, 
more experience will be necessary to determine whether this 
sensation will keep the average case within his exercise 
tolerance. 


Dr. Donald W. Smith, Miami, Fla—Of all diagnostic and 
therapeutic blocks in the entire somatic and sympathetic 
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nervous system, the stellate block is perhaps the most 
important. 

In general surgery, our attention has frequently been 
directed to the lumbar sympathetic nerves for the diagnosis 
and treatment of peripheral vascular diseases and sympa- 
thetic dystrophies of the lower extremities. Procaine inter- 
ruption of these fibers is familiar to every resident and 
intern. 

Splanchnic block for intractable upper abdominal pain, 
as in calcareous pancreatitis, posterior penetrating duodenal 
ulcer, renal or ureteral calculi, and in acute pancreatitis is 
becoming an accepted procedure. 

The cervicodorsal chain and stella.e ganglion are involved 
in many of the pathologic changes and physiologic dis- 
turbances in the head, neck, shoulder, arm and thorax, and 
should be of particular interest to the internist who sees 
cardiac pain syndromes. The relief afforded these patients, 
as shown by Dr. Woolsey, justifies the procedure. 

I believe stellate block would be much more popular 
if it were not for the general belief that it is a difficult 
procedure. This is no doubt due to the deep location of the 
ganglion among important structures in the neck. If the 
ganglion were in a subcutaneous position, on a bony surface 
with good landmarks, its injection would be simple. This is 
actually where it lies if the anterior displacement method 
is employed. We have demonstrated the technic repeatedly 
with a half-inch hypodermic needle. It has been quickly 
mastered by residents and interns at Jackson Memorial 
Hospital and the U. S. Veteran’s Hospital, Coral Gables, and 
by many medical officers in the U. S. Navy. It is simple, 
safe and effective in more than 1,500 injections in 350 
patients since 1942. 

The patient is placed in the supine position with his face 
directed straight forward and a small pillow beneath the 
shoulders to throw the chin upward in the midline, but not 
high enough to put the structures of the neck under tension. 
While standing at the side which is to be injected, the middle 
and index fingers of the left hand, separated about one or 
two centimeters are placed along the medial border of the 
sternomastoid muscle, the lower finger just above and against 
the upper border of the sternoclavicular articulation. They 
are plunged slowly but firmly perpendicularly into the neck. 
The carotid pulsation is felt on the volar surface of the 
fingers as the vascular bundle containing the common 
carotid artery and internal jugular vein is being displaced 
laterally. The visceral bundle consisting of the thyroid 
gland, trachea and esophagus lies against the dorsal surface 
of the fingers. The dome of the lung occasionally reaching 
up into the neck is displaced downward and the transverse 
process of the cervical vertebrae are felt by the finger tips. 

All important structures are thus displaced and the 
stellate ganglion lies subcutaneously between the examining 
fingers, where it may be easily and safely injected. For this 
injection we use 8 to 10 cc. of 1 per cent procaine solution 
without a preliminary wheal. A one or one and one-half fine 
gauge needle is used, and after insertion of the needle into 
the region of the ganglion, being careful not to penetrate too 
deeply and under the posterior fascia, the examining hand is 
removed, allowing the tissues to fall back into position along 
the needle shaft while both hands are free for the injection. 
The head of the bed or examining table is then elevated to 
allow gravitation of the procaine to the upper dorsal ganglia. 

In our experience procaine has proven equally effective 
and as prolonged as the ammonium salts. Fifteen years ago 
in Dr. Bates surgical clinic in Philadelphia we used the 


pitcher plant extract for nerve root blocks in somatic pay 
syndromes and radiculitis. We later used the ammoniy 
salts which were shown by the University of Pennsylvanig 
research department to be its active ingredient. While the» 
depressed the C potentials of the sensory nerve, they wer 
less effective in depressing sympathetic nerve impulses. 


Dr. E. Sterling Nichol, Miami, Fla—I should like to ak 
Dr. Woolsey two questions. I did not understand whether 
or not he had treated any patients in the acute stage of 
myocardial infarction and, if so, how many he treated. 

The second question is whether he would do this ppp. 
cedure in a patient who had received anticoagulants. 

So far as lumbar blocks are concerned, I am convinced 
they are definitely dangerous in the presence of anti. 
coagulants. We had two deaths with massive retroperitoneg] 
hemorrhage in our first year of anticoagulant therapy, due 
in part to lumbar blocks, one with procaine and one with 
alcohol, in cases diagnosed as aortic saddle emboli, although 
one of them later was found to have a dissecting aneurysm 
with occlusion at the bifurcation. In a study of the ing. 
dence of hemorrhage obtained from a questionnaire that | 
sent out, a physician in Arkansas reported that following a 
lumbar sympathectomy on a patient while dicumaro! was in 
force, death ensued from retroperitoneal hemorrhage. 


Dr. Woolsey (closing) —We have not injected any pa 
tients with acute myocardial infarction. These patients have 
all been seen in the clinic at the hospital for some time and 
I suspect none of them has been injected within three to 
five months after acute infarction. 

As to whether one would do an injection during the us 
of anticoagulants, I should be extremely hesitant to do » 
because, after all, in spite of the simplicity of the procedure, 
the needle does go by some rather large vessels and for 
that reason I should hesitate to use it. 
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Since the isolation of vitamin Biz!? in 1948, 
numerous reports as to its effectiveness in pernicious 





*Read in Section on Medicine, Southern Medical Association, Forty- 
Third Annual Meeting, Auspices Campbell-Kenton County Medical 
Society of Northern Kentucky, held in Cincinnati, November 1+! 
1949 

*From the Medical Department, University of Louisville School oi 
Medicine, and the Medical Service, Veterans Administration Hospit#, 
Louisville, Kentucky. Published with the approval of the Chief Med 
cal Director of the Veterans Administration. The statements and cot- 
clusions published by the authors are a result of their own study . 
do not necessarily reflect the opinion or policy of the Veterans 4¢ 
ministration. . 

*The vitamin Biz (rubramin®) used in these investigations ws 
supplied through the courtesy of E. R. Squibb & Sons, New York. 

*This study was made possible by a grant from the Blood Groupits 
Laboratory of Boston. 

*We are grateful for the faithful technical service rendered by 
Lois Peters. 


Mis 








Vol. 4 


anem 
ence,’ 
its re: 
more, 
indice 
lent t 
indica 
Biz ¢ 
tologi 
pearet 
for pe 

Any 
shoulc 





ass 3 = 


ia] 


ugh 


| for 


1948, 
cious 


Forty- 
Medical 
14-17 


hool oi 
ospital, 
 Medi- 
rd cot 
dy and 
ns At 


ns wa 
ork. 


roupins 


Vol. 43 No. 8 


anemia in relapse have appeared. Our own experi- 
ence,’ as well as that of others,*’ has indicated that 
its results are consistent and equally, if not slightly 
more, effective than refined liver. Reports have 
indicated also that 1 microgram is roughly equiva- 
jlent to 1 unit of refined liver** Experience has 
indicated also that the improvement with vitamin 
Biz occurs clinically, neurologically, and hema- 
tologically. As yet, however, few reports have ap- 
peared on the use of Biz as a maintenance therapy 
for pernicious anemia in remission. 

Any substance which replaces refined liver extract 
should be more effective, easier to administer, re- 


BEARD ET AL: VITAMIN Bi2 IN PERNICIOUS ANEMIA 


679 


quire less frequent intervals of administration, and 
be more economical. In order to evaluate vitamin 
Biz as a possible replacement for refined liver in 
the maintenance of pernicious anemia, eighteen pa- 
tients who had previously been maintained on liver 
extract therapy for from seven months to eighteen 
years were selected. These eighteen patients are part 
of a larger group which is being followed and this 
paper is the preliminary report of the first four 
months maintenance on Biz of these eighteen pa- 
tients. A later report on the entire study will be 
presented. 


All patients were begun on 30 micrograms of Biz 


RESPONSES TO B,, (30, per month) IN I8 PATIENTS 
FORMERLY TREATED WITH REFINED LIVER 


















































Pre-Bie Therapy After 3 mo. on 
Color | Duration |Cephalin Blood Values Ba Therapy 
Patient; Age | &Sex) Liver, | Floce. | RBC Hgb. MCV PCV/RBC Hgb. MCV PCV SYMPTOMS ond REMARKS 
LM 60 | wF 9 yrs 3+ 363 12.2 Il! 40/438 13.0102 43 | "Feels stronger—iess numbness" 6 weeks before improvement appeared 
HL 64 | C/F | lyr 4mo 317 11.3123 3914.68 13.4 97.6 42 | “Feels stronger—iess nervous — doesn't need day nap* 
Group 1M. 78 | w/M 5yrs i+ 3.79 147 113 43/144 160 1079 475) Gained 3 pounds — feels stronger 
1 K 73 | W/F liye Smo) 34 [3.12 11.4 1185 37/42 136 95 40] More strength 
EM) 75 | wF yrs neg. | 3.18 115 1195 38/45 14093 42 | “Stuffy feeling” - mild anxiety state — strength improved 
A.B} 65 | C/F Tmo 4+ | 3.75 12.7 112 42/48 13888 42 | “More strength — working again” 
£.0. 67 | wF 6 yrs. neg (455134 94 43/47 139 91 43 No change in paresthesia —"more strength” 
C.H 7i | WwsF 2yrs 3+ (425135 96 41 (448 136 915 41 Insists she can do more work — no burning tongue now 
= J.E.| 75 | W/M| 7 yrs 3+ |447124 95 42/480 135 89 43 | Nochange 
“8B 56 | WF 8 yrs 3+ 498 144 96 47/504 148 87 44 Feels some as while on liver therapy 
S.w 80 |wM 4yrs 3+ 436 136102 44/475 144 92 44 | “Not bloating since on B,," 
E.H 63 | W/F | 2 yrs. neg 486 137 84 41/479 120 83 40 Morked weakness and headaches — quit work temporarily 
E€G.| 7i | C/F 8 yrs. neg 396123 98 39/448 117 85 38 No complaints 
.N.| 53 | W/M | 8mo. neg | 459 142 102 47/43013.0105 45 Lost weight — “pins and needles coming back in feet” 
—_ wR} 55 |wem| 2yrs.| neg. |5.27 14.0 92 48/520 150 92 48 |" Quit job due to weakness - no lift from B,," 
LH.| 61 | W/F | i,”yrs 449 149 96 43/48 13.6 88 42 | “Minimal sore mouth - no marked complaints” 
QT. 53 | C/F Byrs 1+ 480124 85 42/49 13.5 85 42 | "Definite numbness returning in fingers” 
E.c.| 55 | C/M | i6yrs neg | 449142 93 42/46 125 96 44 | “Fatigue lately 3 weeks after 6, shots” 
Table 1 
J.K. #168469, White 2 — Group | 
RBC. Hgb. Retic. 30 micrgm. 30 micrgm. 30 micrgm. 
Bi2 Biz Bi2 
7 ws _ ' ‘ ' 
4 
44 134 405 
12- 
34 Ily 305 Erythrocytes 
PCV. PCY. PCY. 
10- 37 a 40 
M.GN. MCV. wr 
24 94 20; 118.5 103 , 
MCH. M.C.H. M.C.H. 
84 36.5 346 32.3 
MCC. M.C.C. M.C.C. 
308 33.6 34.0 
14 74 10- 
Reticulocytes 
64 ’ 
>— oe * See ” 
oo FF & r T T T T T a T T T 
.¢] 10 20 30 40 50 60 70 80 90 DAYS 
! 
7-28-49 









680 


given intramuscularly once every four weeks. Those 
found to be in partial relapse came back for counts 
biweekly. Those in good control were seen for 
counts 5-7 days after each injection of Biz and just 
before the succeeding monthly injection. The pa- 
tients were followed carefully in the clinic at 1-2 
week intervals by one of us if any subjective changes 
were reported. The patients were aware that a new 
drug was being used. An effort was made to alter 
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no other factor in their management except to shift 
from refined liver to Biz. If the patient was taking 
minimal doses of brewers’ yeast, this was continued, 
None received iron, crude or refined liver, or folic 
acid, except as noted later. No dietary changes of 
any kind were made. 

Table 1 is a tabulated summary of the results with 
these eighteen patients. Three groups have devel- 
oped: Group 1 (Fig. 1), those who have made dis- 
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tinct progress on Biz; Group 2 (Figs. 2 and 3), 
those who have either made minimal improvement 
or who showed no change, but have had no com- 
plaints relative to their pernicious anemia: and 
Group 3 (Figs. 4 and 5), those who have had a 
decline in blood values with or without complaints 
or those who have had specific complaints without 
hematologic changes. 


E.H. #3072, White Q — Group 3 
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Group 1 (Fig. 1).—Six patients responded with 
increases in total counts and improvement in Win- 
trobe indices. The average mean corpuscular volume 
of this group was 116 while on liver and after 3 
months on Biz, it was 98. It has not been necessary 
to alter the 30 micrograms per month dosage. The 
spontaneous statement of “more strength, more de- 
sire to work” has been heard frequently in this 
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group. These patients had been on 2 or more cc. 
weekly of refined liver for three months to eight 
years prior to shifting to Biz. This dose of liver had 
been considered their optimal one after months to 
years of clinical follow-up observation. All had bone 
marrow with erythrocytic left shift, showing megalo- 
blasts and erythroblasts which were typical of a 
partial response to liver or partial relapse of the 
erythrocyte maturing factor deficiency type. Bone 
marrow recheck on one (J. K.) so far showed normal 
marrow. Without exception, these patients felt much 
improved. 

Group 2 (Figs. 2 and 3).—Five patients remained 
essentially in status quo as a result of shifting to 
vitamin Biz. Even here, though, we note minor 
changes. For instance, the average mean corpuscular 
volume was 99.2 before Biz and 90.4 within 3 
months afterwards. Here also the 30 micrograms 
per month dose of vitamin Biz has been adequate 
although minor fluctuations in hemoglobin are noted 
coinciding with the injections. Subjectively, only 
one has insisted she feels better although her hemo- 
globin is essentially unchanged. Liver dosage in this 
group was essentially the same as in Group 1. Bone 
marrows were within normal limits before Buz 
therapy. 

Group 3 (Figs. 4 and 5).—Seven patients have 
had an unsatisfactory course for the first four 
months of this study. Four of the seven have com- 
plained of weakness and headache. Numbness was 
noted by one (Q. T.) and it was the first time she 
had noticed it since liver therapy was started in 
1941. Two of the seven had to quit work due to 
marked fatigue. Having been bedfast with perni- 
cious anemia originally, they were justifiably dis- 
turbed at these symptoms. The other three have 
not complained as yet, although their hemograms are 
not stabilized. One patient (W. R.), who was seen 
in January 1947 with severe neurologic changes, 
histamine achlorhydria, erythrocytes 3.9 million, and 
hemoglobin 13.5 grams, complained of weakness and 
quit his job temporarily even though his hemogram 
is essentially unchanged. He was reluctant to be 
taken off liver and so our evaluation of his course 
has been difficult. 


In the case of only one patient have we changed 
the dosage. She was the most unsatisfactorily 
treated with 30 micrograms of Biz per month of all 
eighteen patients. Her hemoglobin dropped from a 
stabilized level of 13.7 grams to 12.0 grams without 
any significant change in the red blood count (Table 
1). Her subjective complaints were best summarized 
by her, “I feel that old dead fatigue and severe 
headaches that I had at first.” (She was first seen 
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in October 1937 with a red blood count of 1.77 
million, and hemoglobin 9 grams.) Vitamin B12 was 
then increased to 30 micrograms every two weeks 
without relief or improvement in her hemogram. She 
also had to stay away from work. Iron therapy was 
then instituted because of a developing hypochromia 
(mean corpuscular hemoglobin dropped from 28.2 
to 25.0 although her MCHC was within normal 
limits). No objective or subjective improvement 
was noted after one month. The patient had become 
so discouraged that we felt further dosage increase 
was indicated. She was given 100 micrograms of 
vitamin Biz. After one week, she felt stronger 
though she maintained only a fair state of well-being 
for 21% weeks. There was no sustained improve- 
ment in hemoglobin following the first single dose 
of 100 micrograms of Biz. Subsequently, she was 
placed on 100 micrograms every two weeks and her 
hemoglobin has now returned to 13.8 grams. 


Without exception, the erythrocyte count has re- 
mained essentially unchanged in this group. The 
decline in hemoglobin has more closely paralleled 
their subjective complaints, except for patients Q. T. 
and W. R. discussed above. Changes in indices are 
not marked, for example: a mean corpuscular 
volume of 93.3 to 90.5 on liver and vitamin Bu 
respectively. The PCV changed from 43.1 to 42.6. 
Only one (E. G.) patient in Group 3 had an initial 
bone marrow showing partial relapse. Five of the 
seven were receiving 2 cc. weekly of refined liver. 
One of the other two received 1 cc. weekly before 
being put on vitamin Bie and the seventh, 2 cc. 
every 2 weeks. 


One patient (E. C.) developed a relative hypo- 
chromia which apparently responded to ferrous sul- 
fate 0.8 gram daily. His hemoglobin had declined 
progressively from 14.2 on liver to 12.5 grams in 
the first 2 months of Biz therapy and on iron was 
back to 13.6 grams in 1 week. Even so, he has com- 
plained of weakness during the last week of each 
month with 0.4 gram hemoglobin declines prior to 
monthly Bie injections. 


DISCUSSION 


There is little doubt that B12 is an effective there 
peutic agent in the treatment of pernicious anemia it 
severe relapse. The place of vitamin Bue in pre 
longed therapy of pernicious anemia has not beet 
established. Certain evidence is already apparent it 
our first four months’ clinical trial which suggest 
that vitamin Biz does not completely supplant 
fined liver therapy in the maintenance of remissidt 
in patients with pernicious anemia. 
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The foremost factor to consider is dosage. We 
assumed as a starting point that 1 microgram per 
day of Vitamin Biz was adequate and that it might 
be administered once a month. Thus far, that has 
been the case in eleven of eighteen patients. It did 
not hold in seven of the eighteen. Since all eighteen 
were on comparable refined liver dosage prior to 
vitamin Biz, we hesitate to assume that a direct 
refined-liver, vitamin-Biz relationship exists which 
is applicable in all patients. This is further empha- 
sized by the evidence that these Group 1 patients re- 
sponded least well to refined liver but very well to 
vitamin Biz. In Group 3, that same liver dosage had 
stabilized all but one, yet they responded least well 
to the dosage of Biz used, and symptoms appeared 
long before they might have been expected with no 
therapy at all. 


The refined liver product which we used was 
assayed at 15 erythrocyte maturing factor units per 
cc. according to the manufacturer. If this is correct, 
nearly all our patients were receiving 120 units per 
month. A maintenance dose of 1 U.S.P. unit daily 
of refined liver given as infrequently as once per 
month has been accepted as adequate maintenance 
for pernicious anemia patients. Even so, 120 U.S.P. 
wits were apparently inadequate for the patients in 
Group 1; yet 30 micrograms of Biz per month pro- 
duced definite improvement. In Group 1, 30 micro- 
grams of Biz was considerably more effective than 
120 units of liver. In Group 3, 30 micrograms of B12 
was considerably less effective than 120 units of 
refined liver. 


Jacobson has reviewed the evidence for dosage 
relationships between refined liver and vitamin B12 
and refers to Rickes® and Hall’s’ studies in which it 
appeared that 1 microgram of Biz might approxi- 
mate the therapeutic potency of 1 U.S.P. unit of liver 
extract. A primary error exists, however, in trying 
to assign relative values based on dosage of liver 
ued. For instance, Rickes® showed that several 
commercial brands of refined liver varied from 1.2 
to 14.0 micrograms of Biz, though all were listed as 
15 U.S.P. injectable units per cc. Jacobson believed 
that amounts of vitamin Biz larger than 1 microgram 
must be considered equivalent in potency to 1 
US.P. unit of liver extract. From our data, we note 
three patients (H. L., E. M., J. K.) in Group 1, 
who, while existing in a state of only partial response 
lo liver on 2 cc. of refined liver weekly, responded 
with daily increments in erythrocytes of 29,000, 
14,000, and 20,000 respectively throughout the first 
month with only one dose of 30 micrograms of Biz. 
Erythrocyte rise alone, however, is, like the reticulo- 
tyte count,’ inadequate to follow the patients as 
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shown in patients E. H., E. G., E. N., L. H., and 
E. C. (Table 1), in which an average decline of 1.26 
grams of hemoglobin per 100 cc. occurred while only 
minor changes occurred in erythrocytes. Signifi- 
cantly, the patients’ complaints followed most closely 
the hemoglobin changes. 

We have weighed our data with regard to serum 
albumin and globulin and duration of the liver treat- 
ment phase of their pernicious anemia and have not 
been able to explain the cause for the results in 
Group 3. It is interesting to note that the cephalin 
cholesterol flocculation was negative in six out of 
seven patients in Group 3 and positive (3 or 4 plus) 
in three of the Group 1 and four of the Group 2 
patients. This aspect along with other liver function 
studies is receiving further study. 


At this time, the most significant observation is 
that patients cannot be transferred to Biz therapy 
without close observation as there is no apparent 
consistent relationship between micrograms of Biz 
and units of liver extract. We have had the experi- 
ence of seeing seven patients improve considerably 
over their condition upon liver therapy; at the same 
time, an equal number have become worse, some to 
a rather distressing degree of weakness out of pro- 
portion to the decline in hemoglobin. 


We have some doubt that any direct relationship 
will be found applicable to all and it may prove that 
each individual will have to be studied. 


A progressive, slow though minimal climb in ery- 
throcyte count with progressive fall in hemoglobin, 
and subjective complaints of weakness, developed 
in Group 3. Whether increasing the vitamin B12 or 
adding iron will remedy this is not apparent yet. 
In two out of four cases tried, iron seemed to in- 
crease the hemoglobin while on 30 micrograms of 
vitamin Biz per month. Increasing the latter to 100 
micrograms every two weeks has now returned the 
hemoglobin level to the liver therapy level in one 
patient (E. H.) who had not responded to one 
month’s iron therapy. Since the Group (3) that has 
developed relative hypochromia was not in relapse 
when started on vitamin Biz, and since the ery- 
throcytic increase has been minimal, we cannot 
attribute this fall in hemoglobin to a relative iron 
deficiency such as is not uncommon in early phases 
of treatment in pernicious anemia patients in relapse. 
Whether or not they were receiving parenteral iron 
in their liver extract which is absent in their Bie 
preparation is an interesting question, although the 
return of hemoglobin levels in the case of E. H. on 
larger doses of Biz would indicate that this is not 
the mechanism. Furthermore, the small amounts of 
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iron present in liver concentrates have never been 
considered of therapeutic significance. 


SUMMARY AND CONCLUSION 


(1) Eighteen patients were shifted from states of 
prolonged refined liver therapy to 30 micrograms per 
month of vitamin Biz (rubramin®) and the results 
are reported. No other change in management was 
made. 


(2) Three groups were recognized: Group 1 was 
found to be in a state of partial response to liver 
and was improved with vitamin Biz; Group 2 was 
slightly improved or unchanged; Group 3 had de- 
clines in hemoglobin levels either with or without 
subjective complaints. ‘Two in this group have de- 
veloped complaints of weakness and paresthesia, 
without declines in their hemograms. 

(3) Diverse responses did not correlate with 
prior refined liver dosage (120 units 1 per month 
in nearly all patients) and no estimate of what Buz 
dosage a given patient on liver would need could 
be predicted. 

(4) Thirty micrograms of vitamin B12 given once 
monthly was adequate in eleven of eighteen patients 
and inadequate in seven patients. The dosage of 
vitamin Biz has varied from 30 micrograms once 
per month to 100 micrograms every two weeks in 
this series. 

(5) Vitamin Biz, while a dramatic therapeutic 
agent for pernicious anemia in relapse, apparently 
is not a complete replacement for liver extract as 
maintenance therapy in some patients. 
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DISCUSSION (Abstract) 


Dr. E. Sterling Nichol, Miami, Fla—I never think of 
liver therapy without remembering my intern days in Chi- 
cago under Dr. Kessler, who, two years before the work of 
Minot and Murphy was published, ordered us, as interns, 
to feed our pernicious anemia patients large quantities of 
liver, yeast, and what vitamins were to be had in Cook 
County Hospital food. 


Dr. Tom D. Spies, Birmingham, Ala—We cannot expect 
the various batches of liver extracts to be identical, even 
if they are made by the same manufacturer, and even if 
they are made in the same year by the same manufacturer. 
Liver extracts are certainly safe and very, very effective 
and time-accepted, and should be discarded slowly, if at all; 
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nevertheless, there is Byg which is most potent, the most 
potent antianemic substance that has ever been found. It, 
likewise, is very safe and it is very effective. 


The concentrates which Dr. Beard used did not come 
from liver. They came from streptomycin. There is no 
evidence that a streptomycin concentrate of B12 is in every 
way identical with a B;2 concentrate from the liver. Vitamin 
B2 is the same chemical substance, but the other substances 
that go along with it are not necessarily the same. They 
may be useful in blood regeneration. The microbiological 
methods which are used now to measure Bj2 are tre- 
mendously variable in their responses; and not only that, 
but there is a By2 which we are now working with called, 
at least temporarily, B12a, which is a different By2, and 
also we are working with B12b, which is still of a different 
chemical structure. Then in a concentrate, we have no idea 
of the relative proportions or the relative activities as yet 
of these substances. They are active, but we do not know 
per unit of weight their relative activity. It is not sur- 
prising, even if every patient with pernicious anemia re- 
sponded identically, that we may have tremendously vari- 
able results under the conditions of this experiment. But 
of two patients with pernicious anemia, with identical blood 
values, one may respond to a fifth, or even a tenth, of what 
the one in the next bed requires to respond to the same 
degree. 

So, we have great variabilities in source material, great 
variabilities in methods of assay, and great variabilities in 
the patients who are responding, and I think the only answer 
is, we are going to have variabilities in results. 

Now, from the standpoint of the physician, the thing 
that is really important is that he should see the patient 
with pernicious anemia oftener than once a month. Some 
of them he can see once a month and they get along well 
unless they get an infection, or a cold, or something like 
that. Once a month is not frequent enough to see a person 
who has pernicious anemia, whether he is treated with By 
or liver, and irrespective of the dose. 

I wish to discuss briefly oral therapy with B12, which is 
perhaps going to be at your front door, too, because vitamin 
B;2 can be effective when given by mouth in some patients 
but not all. Personally, I prefer to inject vitamin Byg, at 
this stage of the game, though there are ways, as probably 
all of you know, of augmenting the effect of vitamin By. 
The person with pernicious anemia, for example, has enough 
vitamin B,2 in the alimentary tract to relieve himself 
temporarily, if he can only get it through the gut wall. But 
that cannot be done without some help either from liver 
or stomach preparations, or gastric juices, or things of that 
kind, so until we know more about it and have better prep- 
arations, I think in general it is wise to inject. 

Another point is that ever so often one runs into 4 
person who does not respond to vitamin By», or liver ex- 
tract, who has the same blood picture as the person who 
does. Some of these respond to folic acid. There are more 
of these, I find, than I realized two or three years ago. So, 
in closing, I would think of raw liver as something that 
contains folic acid, vitamin B12, and many other valuable, 
perhaps even precious nutrients. 


Dr. Carl H. Fortune, Lexington, Ky.—Dr. Beard’s ex- 
cellent summary has tended to substantiate certain clinical 
impressions we have had. These are: (1) that in patients 
who are well controlled symptomatically and hematologically 
on liver, there is little point in changing to Big; (2) that 
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jn those patients who are sensitive to liver, or who do not 
show a satisfactory hematologic or clinical response to liver, 
Big is likely to offer something more; and (3) that in any 
patient shifted from liver to By2 clinical and hematological 
follow-up is indicated. 

I should like to ask Dr. Beard whether he feels there is 
any essential difference in the action of a Streptomyces 
griseus concentrate and crystalline Bio. 


Dr. Beard (closing).—We are not ready to report yet on 
our studies on comparison of the streptomycin concentrates 
and crystalline Byo. We have used both, and so far our 
experience would indicate that there is no essential differ- 
ence; that, however, needs further study. 


Dr. Spies and Dr. Fortune both pointed out again some 
of the difficulties in evaluating vitamin B,2, and I would 
say that, to summarize at present, our experience has shown 
that while vitamin Byo is an extremely valuable thera- 
peutic agent, and desirable as it might be for it to replace 
clinical judgment, it definitely does not. One still has to 
use individual judgment in each case as to whether liver or 
vitamin Bj2 should be used, and the dosages necessary for 
that patient. 





ENDEMIC FAVUS* 


By Carey C, Barrett, M.D. 
Lexington, Kentucky 


For many years we have seen an occasional case 
of favus from the mountains of eastern Kentucky. 
We have accumulated a series of twenty-nine cases, 
which we wish to discuss with you. The clinical 
features of the disease and its treatment are of less 
interest than the distribution of the cases. The 
disease is said to be rare in this country by all the 
writers whom I have consulted; and we shall suggest 
possible reasons for such a comparatively large 
group of cases from such a small section of the 
country. 


Our patients ranged in age from six to seventeen 
years. The cases were about equally divided be- 
tween the two sexes. In one family there were five 
cases, in another three, and in several families two 
cases. It frequently happened that other children 
in the family, in the same age group, were not 
affected. With the exception of two sisters from 
Morgan County all the patients were extremely 
poor, filthy dirty, and grossly undernourished. 

In most cases the parents had a definite opinion 
about the source of the infection. It was always an 
adult member of the immediate family, the father, 
or mother, or cousin, or uncle, who had since re- 
covered. We had the opportunity to examine only 


————— 


*Read in Section on Dermatology and Syphilology, Southern Medical 
Association, Forty-Third Annual Meeting, Auspices Campbell-Kenton 
County Medical Society of Northern Kentucky, held in Cincinnati, 
November 14-17, 1949. 
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five of these contacts, and in none of these were we 
able to make a diagnosis of favus. One or two had 
cicatricial alopecia that was suggestive of healed 
favus, but even this alopecia was remarkably slight. 
One patient had an older brother who was thought 
to have had the disease, and recovered. He joined 
the army as a peace time soldier, and apparently 
the disease was not suspected, or discovered, by the 
army medical officers. 


All of these cases came from isolated rural dis- 
tricts. In all cases their ancestors, for generations, 
had lived in the same neighborhood. None had any 
contact with any foreign born, or first generation, 
Americans. There are, in this area, a few foreign 
born citizens, mostly miners, but none of these 
cases came from that group. 


Clinically, microscopically, and culturally there is 
nothing remarkable about this series of cases. They 
were all textbook pictures. We have seen no mild 
cases, and no early cases, and, as we noted, we were 
unable to establish a diagnosis in “cured” patients. 
All the cases had extensive involvement of the scalp, 
and all looked very much alike. Invariably the 
crown of the scalp showed the greatest involvement, 
as if the disease had started there. The crown of 
the scalp was covered with a thick crust extending 
down towards the margin of the scalp in every 
direction. The margins of the plaque were scalloped, 
and there were usually some isolated patches of thick 
crusts. In long standing cases there were areas of 
cicatricial alopecia on the crown of the scalp. If 
there were any healthy areas of scalp they were 
around the margins. The distribution of the disease 
was strikingly demonstrated when the patients were 
examined with the Woods light. The crusts, and the 
infected scalp, do not show as brilliant a fluorescence 
as you see in most cases of tinea capitis, and yet we 
think it is probably distinctive. It can be described 
as a dull yellow fluorescence with a slight greenish 
tinge. The crusts stand out sharply against the 
background of healthly scalp. The infested hairs do 
not fluoresce. They are a dull, lusterless gray under 
the Woods light in sharp distinction from the 
healthy hairs. There is a sharp line of demarcation 
between the two, a sort of all or none proposition. 
This over-all picture is, we believe, characteristic 
and specific for the disease. 


Occasionally a little glabrous skin around the 
margin of scalp was involved. We have seen no 
isolated patches on the body. One patient had the 
infection in a finger nail. Two patients had a slight 
papular scaly eruption on the trunk that might have 
been a favid. Few of the patients treated with x-ray 
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were observed very closely afterward so that we do 
not know whether or not this procedure gave rise to 
a favid. 


Various methods of treatment were tried with 
rather poor results. These patients were poor, and 
ignorant, and for the most part there was no local 
health service available to supervise their treatment. 
Less than half the cases received x-ray epilation. 
We were usually able to see these patients only at 
long intervals, and sometimes we never saw them 
again after the diagnosis was made. As a result, 
their treatment had to be simple, inexpensive, and 
haphazard. This is not the way to cure favus. In 
Clay County we had the assistance of an interested 
health department. That helps to account for the 
large number of cases seen from this county. But 
the health department did not have a doctor. All 
the nurses know about favus was what we taught 
them. They did a fine job, but they had difficulty 
with the budget, and difficulty in getting the pa- 
tients in for treatment. These people are an inde- 
pendent lot, and are allergic to any sort of regi- 
mentation. In only one other county did we have 
any assistance, whatever, from the health depart- 
ment. 


A patient, a girl sixteen years old, was confined to a 
correctional institution in Lexington. Dr. A. B. Loveman, 
of Louisville, gave her an epilating dose of x-ray. She was 
then treated by daily shampoos, followed by massage with 
10 per cent ammoniated mercury ointment. Twice a week, 
instead of with the ointment, her scalp was painted with 
0.25 per cent tincture of iodine. The patient was coopera- 
tive, and her treatment was supervised by a trained nurse 
who developed a great personal interest in the case. The 
patient was cured. She has remained under observation for 
eight years, and has had no recurrence. She has considerable 
diffuse cicatricial alopecia, but it can be easily concealed by 
her hair make-up. No doubt the adequate diet which she 
received at the institution was a factor in her cure. 


A patient seventeen years old was treated with 
40 per cent sulphur ointment. We saw him only 
once, but two years later he sent word to us that he 
was all right. This, of course, means nothing, but 
it is worth noting that these two patients were the 
oldest in the series. This is probably the reason they 
did well. Tinea capitis gets well spontaneously at 
the age of 15. Perhaps the same tendency, to a lesser 
degree, holds true in cases of favus. 


Many of these patients were seen by Dr. Leon 
Goldman, of Cincinnati, who suggested home treat- 
ment for some of them, and who treated others at 
the Babies Hospital in Cincinnati. I hope he is 
present, today, and will enter into the discussion of 
this paper. Since malnutrition was a factor in these 
cases, and since this has been emphasized by the 
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older observers, he tried treating some of these 
patients with large doses of vitamins B and C. We 
do not think the results were remarkable. Other 
cases were treated with local remedies of various 
sorts with indifferent success. 

The recent textbooks on dermatology, and my- 
cology, give the disease scant attention. Obviously 
it is so rare in America today that it is of no great 
clinical importance. McCarthy’s “Diseases of the 
Hair”! covers the subject adequately, but the ref- 
erences in this text are venerable with age. If we 
wish to look further we must go back to Stelwagon.? 
There are few recent reports of cases, or essays on 
the subject. Robbins’ reports three cases, and has 
collected all the case reports that have appeared in 
the last twenty years. He found ten reports on 
favus, one to six cases each. 


Some of the salient facts as stated by the older 
writers can be confirmed in our series of cases: 

(1) The disease rarely appears after the seven- 
teenth year. 

(2) Favus is a disease of the country rather than 
the city. 

(3) Frequently some children in a family fail to 
contract the disease even when conditions seem most 
favorable for doing so. 

(4) Favus is a disease of the poor and under- 
nourished. 

(5) There is a tendency in adults towards 
latency, or spontaneous cure. 

Two points stated by the authorities could not 
be confirmed: 

(1) The disease is more prevalent in males. 

In this series the males and females were about 
equally divided, but the series is too small to make 
this significant. McCarthy reported a series of five 
cases in one family, all females. There were male 
children in the family, but none was affected. 

(2) In the United States, the disease is rarely 
seen except in foreign born, or in cities with a large 
immigrant population. 

Wende* in 1896 reported the last sizeable series 
of cases of favus from the United States. His cases 
were from Buffalo, New York, and vicinity. Many 
were foreign born, or lived with parents who were 
foreign born, and the rest had possible contacts with 
foreign born individuals. 

OsborneS says that the last case of favus seen in 
the Buffalo area was in 1923. 

We have tried to find an adequate explanation 
for this sizeable group of cases from eastern Ken- 
tucky. McCarthy says: 
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“Jt is doubtful that favus existed in the United States 
before immigration began.” 

I think we shall have to review the history of 
the settlement of eastern Kentucky to find an ex- 
planation for these cases. It is well known that 
these settlers were practically all Scotch-Irish. There 
were very few Germans, and a few French. 

In the early part of the eighteenth century there 
was a large influx of people into the United States 
from the north of Ireland, the so-called Scotch- 
Irish. The Scotch-Irish had lived in Ireland for only 
a few generations. The native Irish had been driven 
out in the seventeenth century, and the land given 
to immigrants from England and Scotland. Prob- 
ably most of them came from Scotland, for various 
reasons. Until recent years Scotland has always had 
a large number of cases of favus, and no doubt the 
disease was taken with them to Ireland, if it was 
not already there. 

When the Scotch-Irish came to this country they 
settled all along the Atlantic seaboard, but the great 
majority went to Pennsylvania. They did not settle 
in Philadelphia, but pushed west toward the moun- 
tains, and south into Maryland. Later, larger num- 
bers settled in western Pennsylvania. At the same 
time another sizeable group settled in the coastal 
and Piedmont parts of North Carolina. From these 
three great reservoirs of population they started 
south and west. The group in eastern Pennsylvania 
and Maryland went down the Shenandoah Valley, 
and later on down the great valley of the Appa- 
lachians into east Tennessee. The group in the 
Carolinas went west toward the same point. The 
group in western Pennsylvania went down the Ohio, 
and later into Kentucky at the mouth of the Big 
Sandy, at Maysville, and other points. 


From about 1790 to 1840 they came into Ken- 
tucky in large numbers from North Carolina and 
east Tennessee, through Cumberland Gap, and down 
the Wilderness Trail which skirts along the western 
margin of the mountains of eastern Kentucky. From 
this trail, and from the Ohio and Big Sandy Rivers 
they infiltrated into the mountains. This was en- 
couraged by two factors, the finding of salt licks, or 
springs, in the mountains whére salt could be ob- 
tained. This accounts for the settlement of Clay 
County in about 1800, because it had probably the 
largest output of salt of any area in the mountains.® 

Once these people were established in the moun- 
tains they stayed. As their numbers grew they 
pushed farther and farther back in the hills where 
isolation was almost complete. They were prac- 
tically self-sufficient, and had little contact with the 
outside world. 
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It is our theory that the Scotch-Irish settlers 
brought favus with them to eastern Kentucky where 
it has persisted, unmolested until the present time, 
due to the isolation of the country, and the living 
habits and poverty of the people. 

Since all of Southern Appalachia was settled by 
the same people it would seem likely that cases of 
favus would be found in the rest of this area. For 
this reason we have corresponded with all the der- 
matologists who we thought would see patients from 
this area. We have replies from sixteen of these. 
Ten cases of favus were reported by this group; not 
one of these cases came from the area in question. 
The probable explanation is that the isolation is 
greater and the economic lever is lower in eastern 
Kentucky than in the other parts of this area. 

All this is changing rapidly with the building of 
new roads, and because of other factors, so that it 
is probable that favus will soon be as rare in eastern 
Kentucky as in other parts of the country. 


SUMMARY AND CONCLUSIONS 


A group of cases of favus from eastern Kentucky 
is reported. 


There is a brief description of the clinical features 
of the disease, particularly the appearance of the 
disease under the Woods light. 


We have briefly reviewed the history of the 
settlement of this area, and its isolation and economy 
and speculated on how these may explain the 
presence of favus in this area. 
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DISCUSSION (Abstract) 


Dr. H. Ford Anderson, Washington, D. C_—Favus has for 
many years been gradually diminishing as a problem in 
European and American dermatology. 

The Germanic and Norse countries, as well as England, 
have apparently always been relatively free of the disease. 
Russia, Poland, France and Asia Minor have long harbored 
endemic foci. Many years ago, the same was true in Scot- 
land where now it is diminishing markedly. 

Much of the Russian-Polish immigration into this country 
has occurred since favus was excluded at immigration quar- 
antine along with trachoma and other loathsome diseases 
by Act of Congress in February 1917. 

Prior to 1917, undoubtedly, some cases of favus came 
with immigration from these various rural endemic areas 
abroad. Many came to the large cities and did not produce 
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endemic problems as there they had facilities for diagnosis 
and treatment. As families, many became relatively more 
affluent with improved living conditions. The environment 
and soil was not conducive to the spread of the disease. 

Thus, much favus still found here was brought over by 
early immigrants from Scotland and France, planted in 
favorable soil, nourished by poverty, uncleanliness, and the 
tenacity of certain people to stay in the same rural area 
generation after generation, each becoming more backward 
in the rules of hygiene and sanitation than the one before. 
Such a community has been very effectively described by 
Dr. Barrett. 

In the past twenty-five years of practice in Washington, 
our cases have been very few. It is a striking fact, however, 
that practically all of the few cases we have seen have come 
from just such an isolated community. One family and 
branches of that family, living in southeastern Virginia, 
down near Dismal Swamp, have supplied most of the cases 
of favus we have seen. This family is of Scotch-English 
ancestry. Settlement of this area dates from 1700 and before. 

Only three cases from this source have presented them- 
selves for treatment under our care but Dr. James Anderson 
of Norfolk has knowledge of at least ten and others have 
turned up in Richmond clinics under Tom Murrell and 
Dick Fowlkes. As far south as Duke, cases from this family 
have been shown at dermatologic meetings. 

In behavior, in reaction to therapy and in their resentment 
against any effort to run down the whole epidemic problem, 
these individuals were alike. They would brook no inter- 
ference with their independence. Our experience, I believe, 
paralleled very much that of Dr. Barrett with his Clay 
County residents. 

Aside from this endemic favus, I know of only one other 
case in Washington and that was in, oddly enough, a 
British immigzant boy, 8 years of age and one year in this 
country, with no found contacts either here or in his home 
environment. A similar isolated case was found by Dr. Link 
in Baltimore one year ago. 

All cases demonstrated in our area have been typical, with 
no aberrant forms. Whittle of Cambridge, England reports 
two cases resembling impetigo and one resembling psoriasis. 
He recovered the Achorion schoenleinii from all three and 
ascribed the change in character to the greatly diminishing 
incidence of the disease in his part of the world, plus the 
good living conditions of those affected. Scutulae were 
found in only one of his cases. Baldness and broken hairs 
were absent or negligible. 

Under Wood's filter, the dull greenish-yellow fluorescence 
was present in our cases and noted as typical in the first 
case seen in 1927 and most recently in a case presented by 
Link in Baltimore. 

Aside from wetting agents and hydroscopic oil penetrating 
bases as vehicles for our local medication, our therapy is 
much the same as in Wende’s day. : 

We know that better living conditions, increased facilities 
for reaching isolated areas and better facilities for followup, 
together with better education of our inhabitants of these 
long-isolated rural foci should soon bring an end to endemic 
favus in America. 


Dr. William L. Dobes, Atlanta, Ga—Last year I reported 


ten cases of favus from Georgia in the Urologic and 
Cutaneous Review. Nine of these cases appeared in four 


generations of one family. 
out of the state of Georgia. 


This family has never been 
All of our cases examined 
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were women. Five were past the age of puberty. Their 
respective ages were 15, 16, 23, 26 and 45, and all had 
active cases of favus. In two cases, ages six and eight, 
stilbestrol ointment locally and stilbestrol tablets by mouth 
were used but no beneficial results were obtained after 
prolonged treatment. I hoped to obtain some loosening oj 
the hair to enable painless manual epilation but this diq 
not occur. 

Where a patient neglects to take care of the infected scalp 
the typical scutula and mousy odor can hardly be mistaken 
for anything but favus. Some patients, however, wash their 
heads frequently or apply salves regularly and the clinical 
picture is not only atypical but may resemble such diseases 
as tinea amiantacea, seborrheic eczema, psoriasis and other 
infections. Where atrophy is present the disease may re- 
semble such diseases as lupus erythematosus, pseudopalade 
of Brocq and folliculitis decalvans. 

One of our cases, a 23-year-old woman, has been treated 
by her family doctor for eczema of the scalp for many 
years. Because of constant use of salves and frequent 
shampoos, the clinical appearance is more that of a sebor- 
rheic eczema. There is practically no scarring. When this 
patient, however, fails to wash her head, in two weeks time 
typical scutula make their appearance. This patient keeps 
refusing treatment although all her infected sisters have 
been cured with roentgen ray epilation. Spontaneous cure 
seems to be in the form of more or less complete atrophy 
of the scalp which, of course, can be prevented with proper 
hygiene and early treatment. 


Dr. Leon Goldman, Cincinnati, O.—It is quite interesting 
for us city folk to have the privilege of seeing these cases 
of Dr. Barrett’s. We have seen approximately twenty in the 
last years, and we were able to help Dr. Barrett very little 
until we started to do x-ray epilations for him. 

It is amazing to observe the effect of epilations in some 
of these children who have already extensive areas of 
atrophy and who have little tufts of hair islands in the midst 
of large atrophic areas. We were forced to try x-ray after 
going through all the current fads and fashions including 
endocrine therapy. Until we hear from the nurses, because 
as Dr. Barrett hinted, the follow-up of these cases is rather 
difficult, we shall not know the final outcome. We have 
had no bad results with epilation therapy, so far. 

I was rather interested to hear Dr. Dobes mention the 
possibility of pediculosis as a possible complicating factor 
because some of these patients had extensive pediculosis and 
that may have contributed to the severity of their disorder. 
The disease, favus, does not stop after puberty as you have 
been told. We have a few adults in Cincinnati from this 
Kentucky focus, and they are severely affected, in spite of 
all types of therapy. 

Our feeding experiments were tried, as Dr. Barrett indi- 
cated, in an attempt to learn whether a nutritional basis 
was a factor for this particular severe appearance, and to 
determine whether severe malnutrition in an ordinary cat 
of tinea capitis could produce a clinical picture similar to 
favus. We were not able to do that in a clear-cut fashion 

Like Dr. Dobes, we have had an Alsatian family with 
favus now through four generations in Cincinnati. It has 
been almost entirely in the females. It has been interesting 
to note the different clinical pictures that will give you 
positive cultures for Achorion schoenleini. One of the most 
interesting forms (and “silent” carrier type?) was a typical 
seborrheic pityriasis. In going through the literature we 
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found that Sabouraud and Carriochi had already described 
this as pityriasic favus. 


Dr. Morris Moore, St. Louis, Mo—We in Missouri also 
have an endemic focus of favus, a place called Sikeston, 
Missouri. The focus extends to a radius of approximately 
ten miles or more around the town of Sikeston. This area 
js in the southeastern section of Missouri, along the Mis- 
sissippi River. In our case, the stratum of life of the patients 
js much like that of the favic Kentuckians. It is very low; 
most of them are share-croppers. Their conditions of living 
are, of course, very untidy and unclean. 

Unfortunately, in contrast to the patients described by 
Dr. Barrett, our patients appear to be healthy and well-fed 
individuals. As described by Dr. Dobes, the clinical course 
of our patients also varies according to age. Favus in our 
cases extends, in many instances, beyond the age of puberty. 

At the present time we have as clinic patients, a mother 
and a daughter. The mother is about thirty-five years old 
now and the daughter about fifteen. The disease seems to 
run in their family. We have had several cases of four and 
five generations of the disease occurring in families. A 
curious thing is that our cases do show a dull green 
fluorescence. This may be due to the fact that the organism 
I isolate from these cases is not Achorion schoenleini but 
Achorion quinckeanum. In cases we get that come from the 
east of Missouri, such as those cases from the east side of the 
Mississippi, as in Illinois, are of the schoenleini type. That 
may make a difference. 

I know nothing about the forbears of these individuals. 
Probably most of them do not know themselves. I suspect, 
however, that they may be of Scotch-Irish descent. In 
conclusion then, we have a good endemic focus of favus in 
Missouri. We are not proud of it, of course. 


Dr. Barrett (closing).— Dr. Moore commented upon 
fluorescence in these cases. I think a possible explanation for 
the different type of fluorescence which his patients showed 
was the type of light used. It is well known that you get 
different color changes depending upon the source of light 
which you use in examining these patients. 

Iam quite sure we must have overlooked some cases of 
the seborrheic type. Our examination was by no means 
complete and thorough-going because of the difficulties in 
getting the patients in for examination. All that we saw 
were the very bad cases. 

Iam sure there are other patients in this area with 
minimal amounts of disease whom we have not discovered. 





THE RELATIONSHIP OF ALLERGY TO 
GASTRO-INTESTINAL DISEASE* 


By Joun S. Atwater, M.D. 
Atlanta, Georgia 


The primary purpose of this discussion is to bring 
to the attention of physicians, especially those inter- 
ésted in gastro-intestinal problems, the fact that, at 
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times, allergic disease may occur as a predisposing 
factor, as an accompanying complicating problem, 
and, in instances, it may act as the etiologic back- 
ground for certain signs and symptoms pertaining 
to the gastro-intestinal tract. It must be emphasized 
that I am well aware of the skepticism that exists 
in the minds of some whenever the word “allergy” 
is mentioned. Few here have felt any greater skep- 
ticism than I did, yet now I believe we must recog- 
nize that allergic disorders play a definite role in 
gastro-intestinal problems. The study of allergy is 
relatively young. Undoubtedly in a few years as 
we learn more of the physico-chemical cellular 
activities, of nutrition, and of immunology, our 
attitudes will be changed greatly. 


It is a well-established fact that the allergic 
mechanism is one which is associated with (1) spasm 
of the smooth muscle of the body, (2) increased 
capillary permeability, and (3) the flow of intra- 
cellular and interstitial fluids outside their normal 
physiologic confines. The gastro-intestinal tract is 
one of the places in the body where much smooth 
muscle tissue is present. Conceivably then, these 
same allergic mechanisms can affect the gastro- 
intestinal tract as well as the respiratory tree and 
other recognized sites of smooth muscle tissue. If 
these statements as to the histologic and pathologic 
changes are accepted, then we must go further and 
determine what derangements of function allergic 
changes may cause in the gastro-intestinal tract, 
both as to the experimental pattern and the clinical 
pattern. 


Much of the experimental work has been done 
already. Some of the work is untenable according 
to our present scientific standards. Other reports 
are to be recommended, such as the work of Schloss 
in 1949. This investigator used double lumen tubes 
which were passed into various parts of the gastro- 
intestinal tract. Attached balloons were then in- 
flated. Trial foods were instilled by way of the 
tubes into the intestines, and observations of mo- 
tility were recorded kymographically. This study 
indicates that “exaggerated phasic motor changes” 
occurred when “true allergens” were introduced. 
Barium-allergen mixtures have been used also, being 
given both orally and in the retrograde barium 
enema fashion, to display objective evidences of 
organ response to an offending agent. However, 
this paper is not meant to deal with a review of the 
experimental evidences but rather to point out cer- 
tain personal clinical observations. 


For convenience sake, let us begin at one end of 
the gastro-intestinal tract and proceed caudally. I 
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will mention some of the signs and symptoms that 
are at times referable to allergic disease. At times 
patients under treatment for various gastro-intestinal 
disturbances may complain also of recurrent aph- 
thous ulcers of the mouth, or canker sores. It is 
legend to have the blame for these placed on an 
“upset stomach.” Some patients know that these 
ulcers recur consistently after eating certain foods. 
Also they know that the omission of such foods 
prevents the recurrence of these ulcers. 


A patient (L. E. G.), age 21, a medical student, can taste 
a peanut and immediately have burning sensations and 
swelling of the lips. His palate will itch and abdominal 
cramps will occur. Interestingly, once while handling pea- 
nuts, he inadvertently rubbed his eyes. In a matter of 
seconds the eyes were itching. In a few moments they were 
reddened and the lids were swollen shut. Goaded and 
somewhat ridiculed by his fraternity brothers who claimed 
it was “all in his mind” he ate two drams of peanut 
butter. Immediately he became violently ill with a diffuse 
angioedema of the skin and mucous membranes, moderately 
severe tachycardia, labored breathing, shaking chills, nausea, 
severe vomiting and explosive colicky diarrhea. He con- 
vinced his brethren regarding the psychosomatic aspect. 


Fetid breath, halitosis, occurring in the absence 
of demonstrable cause, has disappeared often while 
the patient was undergoing treatment for allergic 
disease. Tongue coating, bitterness and other aber- 
rations of taste may also disappear. Cardiospasm 
may respond to treatment for food allergy. Dyspha- 
gia can be made to appear and disappear by intro- 
ducing a known allergen into the diet of such a 
patient. 


Occasionally patients with bronchial asthma and 
hay fever have a concurrent active roentgenologic- 
ally proven duodenal ulcer with crater. We have 
disregarded our conventional approaches to the ulcer 
problem in such instances and have observed these 
patients to become symptom-free of their ulcer 
distress. Roentgenologically the ulcer craters have 
healed. Yet, no antacid, no antispasmodic, no bland 
diet, and no special rest was prescribed. In fact, the 
diet used by the allergist treating these cases, was 
one containing a considerable bulk of mechanically 
and chemically irritating foods. In no way do I 
wish to imply that all peptic ulcers should be treated 
in this manner. I would deplore such an attitude. 
The greatest good to the greatest number of our 
ulcer patients comes at present, from the conven- 
tional approaches. I only want to point out the 
clinical observation that duodenal ulcers with proven 
craters can be healed in allergic patients by the 
allergic approach. 


Another case is that of a twenty-six-year-old married 
woman (W. D.), who gave a history of a chronic inter- 
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mittent and periodic postprandial epigastric distress, relieved 
by antacids and foods. A complicating massive upper gastro- 
intestinal hemorrhage occurred. There was x-ray evidence 
of a duodenal ulcer. A partial gastric resection was per- 
formed. She did well for one and one-half years and then 
developed nausea, vomiting, cramping epigastric and peri- 
umbilical pains, a burning substernal distress, and eructa- 
tions. X-ray studies revealed a normally functioning 
anastomosis and a healthy postoperative stomach. No ulcer 
was seen. Gastroscopically the examination ‘showed a mild 
gastritis. No marginal ulcer was seen. This patient had 
become intolerant to certain foods without regard to their 
mechanical or chemical character. Some of these foods were 
rice, bran, corn flakes, nuts, pork, milk, cheese, peaches, 
apples, bananas, cucumbers, radishes, lettuce, dried beans, 
sweets and, particularly, chocolate. There was a history of 
mild hay fever with changes characteristic of an allergic 
rhinitis. The family history was positive for migraine, 
eczema, hay fever and contact allergy. Since conventional 
measures were unsuccessful in relieving her distress she was 
placed on an elimination type of diet without regard to the 
blandness of the foodstuffs. She noted great improvement 
by the end of the first week. All symptoms had disappeared 
by one month and at her three-month and ten-month 
check-examinations she was symptom-free. 


Other similar cases have been studied. It is inter- 
esting to note that milk, one of our chief dietary 
aids in gastro-intestinal diseases, is a frequent aller- 
gic food offender. 

Increased or decreased gastric peristalsis and 
emptying, pylorospasm, and irritability of the duo- 
denal cap can at times be induced by feeding an 
allergic food-barium mixture, and in the same pe 
tients, avoided by the use of the standard barium 
mixture alone. 


By and large, the greatest group to benefit from 
removal of an allergic factor is the group of patients 
with so-called nervous indigestion and functional 
bowel syndrome. In these patients the frequent 
symptoms include vague epigastric distress, atypical 
ulcer-like histories, heartburn often occurring while 
eating or immediately after eating, eructation, flatu- 
lence, borborygmi, sense of epigastric and abdominal 
fullness, nausea, and, at times, vomiting. In the 
absence of demonstrable organic disease all of these 
symptoms may respond to the allergic approach. 


Symptoms of biliary colic have at times led 
capable surgeons to perform cholecystectomies and 
the pathologist has reported that these gallbladder 
were normal. An excellent worker reported a mu 
cous plug containing many eosinophils blocking the 
cystic duct and, apparently, being the responsible 
agent for the biliary colic. 

One of the larger groups of patients in whom 
allergic disease of the colon may be manifest 8 
those who suffer from functional bowel distres 
Symptoms such as diarrhea and constipation occur 
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ring intermittently or persistently, excessive mucous 
rectal discharges, flatulence, abdominal dull or col- 
icky pain and even hemorrhage may exist sec- 
ondarily to specific allergens. This patient is usu- 
ally well managed by present-day medical practices, 
but here again we meet patients not infrequently 
who have constipation or diarrhea and in whom the 
functional approach is tedious for both the patient 
and the physician alike. These individuals may be- 
come food faddists because of their bizarre idiosyn- 
cracies to certain foods. While it is granted that 
much of this problem relates to the psychosomatic 
factors, some of the food idiosyncracies are based 
on proven allergic sensitivity. One must exclude 
various organic diseases, yet we must also consider 
allergic factors in irritable bowel patients. 


A patient (S. A.) had always been in good general health 
except for a tendency to have three to four mushy stools 
thily. He accepted this as normal. While in the South 
Pacific area he consistently had normally formed stools. 
However, while overseas he developed an eczematoid derma- 
titis that was thought to be caused by a reaction to mer- 
curial compounds as well as to adhesive tape. Later he was 
found to be a violent reactor to patch tests for the mer- 
curial substances and he reacted moderately to the adhesive 
tape. Because of an exacerbation of the skin disorder while 
in the United States, which occurred when he was not 
handling the known sensitive agents, he was extensively 
skin tested and eventually placed on a milk-free elimination 
diet. Remarkable improvement occurred in a matter of days. 


Eventually the patient decided to add milk to his diet 
again. Within fifteen minutes after drinking the milk he 
developed a reaction, maximal within two hours, which was 
characterized by a generalized pruritus, severe angioedema, 
nausea, generalized abdominal cramping distress and an 
explosive diarrhea. An exacerbation of the eczema also 
occurred. Reasoning that he had been drinking milk all of 
his life without any such reaction he was hard to convince. 
Therefore, after the acute flare-up had subsided he volun- 
tarily tried the milk again with the identical reactions. At 
the present time cooked foods containing milk will produce 
mushy stools in this patient, while a glass of ordinary milk 
will reproduce his previous symptoms including the diarrhea. 
In retrospect, the period of normal stools while in the South 
Pacific coincided with the time in which milk was un- 
available to the patient. Condensed milk was available but 
he had such a dislike for it that he avoided it. 


Several years ago it was noted experimentally 
that by passively sensitizing the colonic mucosa to 
various foods, one could reproduce an allergic reac- 
tion in the sensitized area. This could be accom- 
plished by feeding the allergen, or by placing it in 
direct contact with the mucosa or by intravenous 
toutes. Clinically, one can observe instances where 
an intense allergic reaction exists by the edema, in- 
jection, and excessive flow of mucous as noted by 
the proctosigmoidoscope. This has also been done 
experimentally in the small bowel particularly in 
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ileostomized subjects. The colon and rectal tissues 
have also been studied in this manner. Such evi- 
dence then shows that allergic disease of the bowel 
can exist. One’s diagnostic horizon is broadened 
when he observes that a patient can omit a specific 
food and improve, only to have his illness recur later 
after administration of the allergen that has been 
withheld. Bockus says of functional bowel dis- 
orders: 


“Those who approach the problem of colonic neuroses 
with a sense of security and smugness, employing only 
routine sterotyped methods, are doomed to failure.” 


Chronic ulcerative colitis is thought by some 
workers to be of allergic origin and the profound 
changes in the colon observed in the later stages, 
to be due to secondary bacterial invaders. Certainly 
specific food allergies can occur in chronic ulcerative 
colitis patients. In my experience, it is an unusual 
patient who does not develop some food idiosyn- 
cracy while his disease process is active. 


A woman (T. A. B.), with severe asthma, hay fever, food 
sensitivities and urticaria, had periodic diarrhea accompanied 
by two episodes of gastro-intestinal hemorrhage, presumably 
coming from the lower bowel. Repeated x-ray studies were 
all negative. During a third episode she was sigmoidoscoped 
and the membrane was noted to be boggy, granular and 
hyperemic. The mucosa bled easily. Small pinpoint ulcera- 
tions developed within a week’s time. This process was 
noted for a distance of approximately 25 cm. above the 
dentate line. X-ray examination was again repeated in- 
cluding small bowel studies, but these were all negative for 
demonstrable organic disease other than the presence of 
much spasticity in the large bowel. Dramatic healing was 
noted within one week’s time after the patient had been 
placed on an elimination diet. Indiscretion in her eating 
habits will still produce these signs, a year later. 


While pruritis ani can be due to a variety of 
causes it is frequently found in allergic individuals. 
This may be due to a sensitivity to external contacts 
but frequently can be relieved by eliminating food 
allergens from the diet. 

In conclusion I should like to emphasize that we 
must not have a supercilious attitude toward the 
role of allergy. If other methods of approach be- 
come ineffectual, let us at least consider the allergic 
factor. Especially is this true if the patient has some 
other allergic disease, knows of specific food idiosyn- 
cracy or has a strong family history of allergy. 


DISCUSSION (Abstract) 


Dr. Jerome S. Levy, Little Rock, Ark—As I recall, my 
own formal training in gastroenterology did not prepare 
me for the number of these cases I was to encounter in 
practice, cases in whom allergy was the dominant if not 
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factor. Bockus’ excellent text devotes but 23 of 
nearly 3,000 pages and Portis 17 of over 900 pages to this 
subject. On this basis, one would expect to see relatively 
few instances of allergic gastro-intestinal problems. Yet, in 
my own experience, I see a much larger percentage of such 
cases in practice than this would lead us to expect. 


the sole 


Dr. Atwater has pointed out the inadequacy, from a 
purely scientific viewpoint, of many of the earlier studies 
of allergic gastro-intestinal states. However, we must not 
forget that many of the conclusions of our medical fore- 
fathers, based on clinical observation alone, have withstood 
scientific onslaughts and we would do well to emulate their 
keen, astute clinical studies and make our daily practices 
a practical laboratory in clinical research. Carefully kept 
records, frequently reviewed, would make this possible. 

An allergic reaction can mimic any of the organic or func- 
tional states, including those we place in the psychosomatic 
realm, and I may add that I am very familiar with the 
efforts to make allergy a psychosomatic disease. The symp- 
tomatology depends upon the portion of the gastro-intestinal 
tract which may be sensitized as well as upon the product 
of protein breakdown to which the individual may be 
allergic. Two additional factors are the degree of sensitivity 
and the amount of the allergens taken. Gallbladder colic 
may be simulated, even to the extent that the gallbladder 
is removed, and a second or a third operation performed 
for a common duct stone, stricture, or intestinal obstruction, 
none being found at operation. When I see a multi-scarred 
abdomen, I begin to think in terms of a possible allergy 
and very often have found the patient to have either a 
family or a personal background of allergy or both. An 
acute right upper quadrant colicky pain associated with 
nausea and vomiting, an acute right lower quadrant pain 
associated with nausea and vomiting, an epigastric pain 
occurring 1-3 hours after meals which is relieved by eating 
again or by taking soda, all these may be due to an allergic 
reaction and not to the organic diseases the symptoms sug- 
gest. A carefully taken history will reveal the allergic back- 
ground or the allergic picture in the individual. The allergic 
state can be a factor in poor results of medical management 
for duodenal ulcer. Within the past six months, five cases 
of duodenal ulcer were referred to me because of the failure 
of medical management. The histories were typical and a 
crater could be demonstrated by x-ray examination in each. 
There was both a family and a personal history of allergy. 
On investigation of their respective allergies each patient was 
found to be sensitive to milk. Clinical and x-ray evidence 
of improvement and cure resulted on withdrawing milk 
from their diet. These five cases are further proof of his 
observation that an allergic state is a factor in some cases 
and in those the conventional use of a milk diet may be 
most disadvantageous. 

A large group of cases, as Dr. Atwater mentions, ex- 
periencing a functional bowel syndrome, either of diarrhea, 
or constipation or alternating between the two, may be due 
to an allergy. The vague symptoms of bloating and fullness, 
or even the actual discomfort of heartburn or nausea and 
vomiting may result from the ingestion of foods to which 
the patient is allergic. A member of a group which has 
eaten the same food at the same table may have a sudden 
onset of abdominal pain, nausea, vomiting and diarrhea. 
This is usually an intense reaction to a food allergin which 
did not affect the others. Many cases of stubborn diarrhea 
have been treated for a food poisoning, a chronic dysentery, 
amebiasis and “just plain nerves” in succession, all without 
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result, and yield in a short time to attention to an allergic 
state. It is necessary to be cautious with many of these 
patients for they may become food iaddists and put them- 
selves on a very deficient diet—with many of-them, espe- 
cially those with multiple food allergies, it may be necessary 
to put them on 200 to 300 grams per day of protein 
hydrolysates supplemented with dextri-maltose until they 
are under control and then to add one food at a time until 
a satisfactory diet is established without production of 
symptoms. The antihistamines are of some value, in my 
experience, in relieving spasm producing pain, but not in 
control of the diarrhea. 

The clue to a puzzling case may be in the family history 
of allergy, or in the personal history of hay fever, asthma, 
hives, migraine or recognized food intolerances. The char- 
acteristic appearance of the nasal mucous membrane may 
be the only clue to suggest an allergic state. The allergic 
state plays an important part, often not recognized, in the 
everyday practice of gastroenterology. 


Dr. Tim J. Manson, Chattanooga, Tenn.—The diagnostic 
methods in allergy leave much to be desired. In the field 
of functional digestive disorders, I know of few problems 
harder to solve than that of allergy, particularly in private 
practice where we usually have not the experimental equip- 
ment available in research centers, and where our patients 
cannot afford the expense of repeated x-ray studies with 
barium-allergen mixture. 

To assume that patients without an eosinophilia cannot 
be allergic leads us far astray. 

The most that can be said for intradermal skin tests for 
foods is that they are grossly misleading: a food to which 
a patient gives a positive test more often than not is not 
a factor in his illness, whereas one that gives a negative skin 
test may be one that makes a patient violently ill. Occa- 
sionally we find that elimination of the 4 plus reacting 
foods will be helpful, but in my hands skin tests for foods 
have been most disappointing. 

At present, the use of strict elimination diets and food 
diaries seem to be the best methods of approach in working 
out the problem of gastro-intestinal allergy. It cannot be 
emphasized too strongly, however, that each elimination 
diet must be strictly adhered to for at least ten days if we 
are to reach any valid conclusions. 

Another thing which we must clarify about each patient 
is whether he is actually allergic to a food, or merely in- 
tolerant to it. As a general rule at the initiation of treat- 
ment of the functional disorders, we feel it is best to remove 
from the diet a broad group of foods which we have found 
from experience. to cause an irritability of the gastro- 
intestinal tract. Most of these have certain physico-chemical 
properties that cause the varied symptoms of which these 
patients complain, such as heartburn, flatulence, increased 
intestinal activity or the many others repeatedly encoun- 
tered. And yet one cannot say that a patient is allergic 
to such foods, for generally, after a period of careful man- 
agement, as the patient responds to treatment, most of these 
foods can again be tolerated with more or less ease. 


Then recently Drs. Tuft and Tumen have reported a 
group of patients who showed an intolerance to fats or 
sugar, or both. These patients reacted poorly to the entire 
group of fats and sugars, rather than to any single one, 
so could not be placed in the truly allergic group. 

I would like to give emphatic assent to Dr. Atwater’s 
statement that all patients are not going to be benefited 
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by any stereotyped treatment. I suppose each of us has 
adopted a certain routine beginning of treatment of each 
type of disorder, such as the irritable colon or the pyloro- 
duodenal syndrome, for example, expecting that the large 
majority of patients thus treated will respond to the 
prescribed regime. It is when this regime fails that we 
should quickly revise our approach, and think immediately 
of possible allergic factors. 

We must recognize, too, that there are some individuals 
with multiple food sensitivities, who have minimal symp- 
toms when only one food is ingested, but who have a 
cumulative reaction when two or more such foods are eaten. 
For example, I have a patient who is allergic to both coffee 
and chocolate. He can drink several cups of coffee in the 
morning with no symptoms, or at most only a vague sense 
of abdominal unrest, but at dinner, if he has a chocolate 
dessert and after dinner coffee, within 10 minutes he 
will have severe generalized abdominal cramping, marked 
urgency, and a large explosive stool. 

Indeed, the manifestations of gastro-intestinal allergy can 
be so varied that it as a diagnosis must constantly dangle 
in our minds as a possible cause of any bizarre symptoms. 


Dr. Atwater (closing) -—In Georgia when people attend 
revival meetings and are converted, they shout “Hallelujah.” 
In a sense, that is the way I now feel. A change has occurred 
in the last few years. No longer is there so great a skep- 
ticism toward allergy as in the past. An attitude of accept- 
ing its presence is noted. One word of caution should be 
given, however. The possibility of allergy’s being a con- 
tributing factor in disease does not afford us an excuse for 
not conducting a thorough examination. We must examine 
and exclude many organic problems before we can accept 
allergy as being the cause of the trouble in question. 





CARCINOSARCOMA OF THE UTERUS* 


WITH REPORT OF CASE 


By M. Pinson NEAL, M.D., F.C.A.P. 
Cuar_es E. Horton, M.D. 
and 
Kar D. Dietricn, M.D., F.A.C.S. 


Columbia, Missouri 


The term carcinosarcoma (carcinosarcomatodes 
of the uterus is used to designate a solitary tumor 
appearing in the uterus and having morphologic 
features of both carcinoma and sarcoma. This is a 
rare type of embryologically mixed mesodermal 
tumor in which one may demonstrate such unusual 
elements as cartilage, bone, muscle, myxomatous and 
fibrous tissue. 

Liebow and Tennant,! in 1941, said that they had 
been able to find only sixty-five previously reported 
instances of mixed tumors of the body of the uterus. 


*Received for publication February 14, 1950. 
*From the Departments of Pathology and Surgery, University of 
Missouri School of Medicine, Columbia, Missouri. 
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In an article published in 1948, Schmidt and Schutz? 
recorded that there were ninety-four such cases on 
record up to 1941. Mixed tumors of the uterus, 
then, are rare, though mixed tumors of some other 
locations are not. This is particularly true of the 
parotid gland. 


Gebhardt, in 1899, is credited’ with having re- 
ported the first case of carcinosarcoma of the uterus. 
Dixon and Dockerty.’ in 1940, reported the seventh 
case under the title, “Carcinosarcomatodes of the 
Uterus.” Lisa and co-authors,’ in 1948, reviewed a 
total of eleven cases in the literature, which they 
considered authentic and added two cases. Speert 
and Peightal,’ in February 1949, reported the four- 
teenth case. Saphir and Vass,® in 1938, in an article 
dealing with carcinosarcomas in general, say: 


“From the analysis, therefore, of thirty-six instances of 
so-called ‘carcinosarcoma’ of the uterus, reported in the 
literature, it is apparent not only that sufficient evidence 
for such a diagnosis is lacking, but that factors are present 
which may very well account for the increased anaplasia 
leading to the dual diagnosis of these tumors.” 


PATHOGENESIS AND PATHOLOGY 


The status and histogenesis of carcinosarcoma is 
uncertain. The existent theories may be summarized 
as: 


(1) A carcinoma and a sarcoma begin as separate 
tumors and fuse by growth continuity, “a collision 
tumor.” 


(2) At the point where a sarcoma reaches the 
endometrial surface a carcinoma develops second- 
arily. 


(3) A common irritant produces a neoplasm of 
malignant epithelial and connective tissue elements, 
both being invasive in character. 


(4) A multipotent cell rest may become neo- 
plastic, that is, two tumors arise from a common 
stem cell and they have been termed “combination 
tumors.” 


(5) By metaplasia one germinal layer may be 
partially transformed to another. However, this has 
not been observed and most authorities think the 
transformation improbable. 


The ultimate question is, does either the carci- 
noma or sarcoma arise de novo in the substance of 
the endometrium, the myometrium or a primary 
mixed tumor of the uterus, as a chondromyxoma, a 
dermoid or an embryoma? No single explanation 
is applicable to all cases, and it should be stated that 
some investigators do not believe a carcinosarcoma 
exists. They contend that tumors described as such 
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merely represent variations of a predominant type 
cell in the tumor. 

A majority of the reported carcinosarcomas of the 
uterus have had origin on the posterior wall of the 
uterus, and have been several centimeters in size. 
The tumor is friable, polypoid in shape, unusually 
vascular, contains poorly developed and engorged 
dilated blood vessels which give a redness and soft- 
ness, bleeds easily and when protruding through the 
cervix, like a polyp, has the appearance of placental 
tissue. The carcinomatous element is manifested by 
atypical glandular proliferation, peripheral and in- 
vasive growth, hyperchromatism, often anaplasia 
and mitotic figures. The sarcomatous elements may 
be of the round, oval, spindle or mixed cell type 
and show mitoses of any of these cell types. Often 
cartilage, bone and muscle elements may be identi- 
fied. 


CLINICAL FEATURES 


In most of the cases on record, this tumor ap- 
peared in nulliparous patients at or near the meno- 
pause.* The symptoms are those common to other 
uterine malignancies: profuse brownish fluid vaginal 
discharge accompanied by a foul odor and enlarge- 
ment of uterus. Metrorrhagia is a constant symp- 
tom. Loss of weight, emaciation and abdominal pain 
usually are late symptoms. Both carcinomatous and 
sarcomatous elements have been reported in the 
metastatic lesions. As would be expected, the sar- 
comatous elements metastasize first, since they 
spread primarily by blood channels, and probably 
they are more viable and adantable to the new soil. 

Some relationship may exist between previous 
irradiation to pelvic organs and the development of 
carcinosarcoma of the uterine fundus. Speert and 
Peightal’ have expressed belief that there is a pos- 
sible carcinogenic effect of radiant energy on the 
uterine fundus. They found, in a group of twenty- 
one patients having previous pelvic irradiation who 
developed malignant fundal tumors, that those show- 
ing sarcomatous elements were five times greater 
than the incidence for all malignant tumors of the 
uterine fundus. Their group revealed an incidence 
of six sarcomas in twenty-one cases (29 per cent) 
whereas, the incidence of sarcomas among all the 
malignant tumors of the fundus in their clinic was 
only six per cent. Lisa and co-authors’ suggest that 
prior irradiation therapy had a possible causal action 
in carcinosarcoma of the uterus in three of the 
thirteen cases which they discussed. At least four 
of the fourteen previously reported cases of carcino- 
sarcoma received irradiation therapy before the de- 
velopment of the neoplasm.2> In the case herein 
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reported, such treatment was given five months prior 
to diagnosis of the tumor, and perhaps should be 
considered as a causal factor. 


REPORT OF CASE 


Mrs. E. S., a 46-year-old white married multiparous (two, 
youngest child 24 years of age) woman, weighing approxi- 
mately 275 pounds was admitted to the University of 
Missouri Hospital October 31, 1948, with a history of re- 
current abnormal uterine bleeding since 1935. At times large 
clots of blood had been extruded from the vagina. In 
September, 1944, a dilatation and curettage was performed 
elsewhere and record of the tissue examination has not 
been available. Between that date and January, 1948, when 
there occurred profuse uterine hemorrhages, the patient 
reported several “irregular” menstrual periods. 

On January 23, 1948 a dilatation and curettage was again 
performed. Microscop‘cally, large amounts of necrotic tissue 
with blood clots and a few islands of cartilage were identi- 
fied. This material was interpreted as disintegrated fetal 
remnants. Following this operative procedure the abnormal 
bleeding ceased for several months. In June, 1948, because 
of recurring metrorrhagia and menorrhagia, she was given 
x-ray therapy in the amount of 3,000 r. in four divided 
doses. Two months later she was re-hospitalized because 
of excessive and abnormal uterine bleeding. Dilatation 
and curettage then revealed much mushy and_ necrotic 
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Fig. 1 
Gross specimen, sagittal section showing invasion of wall (two-thirds 
actual size). 
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material. Histologically, this was found to represent only 
degenerated blood clots showing a mild degree of inflam- 
matory reaction. In October, 1948, she was again admitted 
to the hospital with the complaint of marked vaginal bleed- 
ing and a disagreeable odor. 

Physical examination yielded essentially negative results 
except for a marked degree of adiposity. Pelvic examination 
was performed with difficulty and gave scant information 
other than uterine enlargement. There was a dark brown 
cervical discharge having a foul odor. Blood and urine 
examinations were not remarkable except for the indication 
of a moderate degree of anemia. Roentgen examination of 
the chest revealed no tissue change. Her family history was 
not significant other than that the father died of “a heart 
attack” at the age of 65, and the mother died of an epider- 
moid carcinoma of the cervix at the age of 79. 

Microscopic examination of the tissue removed by dilata- 
tion and curettage on October 19, 1948, revealed a malig- 
nant tumor which was diagnosed as a carcinosarcoma (sar- 
coma botryoides?). On November 1, 1948, a supracervical 
hysterectomy was performed. The postoperative course was 


r 


Fig. 2 
Carcinomatous elements (x150). 





Spindle shaped sarcomatous cells invading myometrium (x180). 


uneventful. The patient regained and remained in good 
health without evidence of recurrence or metastasis to the 
present time, approximately fourteen months after operation. 


Anatomic Pathology.—The surgical specimen weighed 540 
grams, and consisted of a supracervical amputated uterus, 
oviducts and ovaries. The serosal surface of the uterus was 
smooth, pale and glistening, and the oviducts and ovaries 
were not remarkable. When the uterus was sectioned, the 
wall was found massively thickened and extending from 
the fundus there was a soft, friable, very vascular polypoid- 
shaped tumor (Fig. 1) torn of surface, measuring 6 cm. 
across the base, and attached to the endometrial wall for 
approximately one-third of its circumference and infiltrated 
into the posterior wall for a depth of 5-6 mm. The sur- 
faces by section were varied in color from red to dark red, 
and yellowish-brown to light gray. Several areas appeared 
as old or recent blood clots within the tumor or hanging 
to its torn surface. The line of demarcation between the 
areas that showed gross invasion of myometrium and the 
myometrium proper was indefinite in some areas. Endome- 
trium distant to the tumor attachment was thin, pale and 
smooth. 





Fig. 4 
Islands of cartilage in loose vascular stroma (x80). 





Vascular fibro-myxomatous areas with extravasated blood (x180). 
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Histopathology —This was a neoplasm of very striking, 
unusual and contrasting cellular morphology. There were 
areas of atypical organoid appearance showing ill attempts 
at gland formations with large hyperchromic staining epi- 
thelial cells (Fig. 2). A few glands revealed cystic change, 
but none resembled uterine glands. There were other areas 
of a more histioid appearance with rather elongated, and 
in some areas, slightly polyhedral-shaped cells which gave 
a sarcomatous appearance (Fig. 3). Multiple islands of adult 
appearing, pale, bluish-staining cartilage (Fig. 4) and of 
smooth muscle fibers were present. Extensive search failed 
to reveal striated muscle fibers. Throughout some sections 
there was extravasated blood and numbers of endothelial 
lined spaces containing blood and supported by a scant 
myxomatous and fibrous tissue stroma (Fig. 5). Sections 
of uterine wall revealed that the tumor had invaded myome- 
trium, but no vascular invasions were found. The endome- 
trium in general was atrophic. 

Diagnosis —Malignant mixed tumor of embryonic origin, 
carcinosarcoma. 


TREATMENT 


No universally accepted method of therapy has 
been established for these tumors. There is general 
agreement that radical panhysterectomy followed by 
irradiation therapy is the procedure to be recom- 
mended.’ 


SUMMARY 


(1) So far as can be ascertained from the litera- 
ture the fifteenth case of carcinosarcoma of the 
uterus is here reported. 

(2) The patient survives and shows no evidence 
of recurrence or metastasis approximately fourteen 
months after operative procedure. 

(3) The diagnosis of this tumor is made by 
microscopic examination when both carcinomatous 
and sarcomatous elements are present in a single 
neoplasm. That is, this does not represent two 
separate tumors. 

(4) Multiple curettages and x-ray therapy may 
have played a causal role, or have been partly re- 
sponsible for the anaplasia. 

(5) The history of prolonged uterine symptoms 
(thirteen vears) and the histologic findings point to 
a possible primary benign mixed tumor that under- 
went malignant change. 
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THE DIAGNOSIS AND TREATMENT 
OF PLACENTA PREVIA* 


By Joun Parks, M.D. 
and 
RoBERT H. Barter, M.D. 
Washington, D. C. 


Placenta previa is an important problem in 
obstetric practice for the following reasons: 


(1) When the placenta occupies the lower uterine 
segment, the uterine cavity is changed from ovoid 
to spheroid in contour. 


(2) Changes in the contour of the uterine cavity 
and the presence of an obstructing placenta, produce 
a high incidence of fetal malpositions. Transverse 
presentation, breech presentation, and displaced 
vertex presentations are quite commonly associated 
with placenta previa. Stevenson’s! excellent x-ray 
studies have demonstrated the influence which the 
placenta has on fetal presentation. 


(3) When the placenta is situated on the pos- 
terior wall of the uterus below the brim of the true 
pelvis, the capacity of the inlet is reduced by the 
thickness of the placenta at that level? (Fig. 1 

(4) The free margin of the placenta forms a 
wedge which, folding into the birth canal, adds from 
1 to 4 cm. to the amount of cervical dilatation neces- 
sary for delivery. 

(5) As the lower uterine segment thins out, 
lengthens, and widens to accommodate the growing 
infant, the lower and least fixed portion of the 
placenta may be disrupted. 


(6) Acute blood loss often occurs before the fetus 
has reached maturity. 

(7) The need for greater dilatation of the cervix, 
a spongy lower uterine segment at the site of pla- 
cental implantation, and malpositions of the fetus 
contribute to a high incidence of rupture of the lower 
uterine segment. 


(8) The placenta is frequently implanted on a 
poorly developed decidual basalis with the result 
that adherence, faulty separation, and occasionally 
placenta accreta may complicate placenta previa.’ * 

(9) The relative hypocontractility and increased 
vascularity of the lower uterine segment, together 

*Read in Section on Obstetrics, Southern Medical Association, Forty- 
Third Annual Meeting, Auspices Campbell-Kenton County Medical 


Society of Northern Kentucky, held in Cincinnati, November 14-17, 
1949, 


*From the Departments of Obstetrics and Gynecology, Georze 
Washington University School of Medicine and Gallinger Municipal 
Hospital, Washington, D. C 
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with imperfect placental separation, predispose to 
postpartum hemorrhage. 

(10) Proximity of the placental site to the con- 
taminated vagina and uncorrected anemia due to 
excessive blood loss in patients with placenta previa 
increase the incidence of postpartum infection. 


SYMPTOMS 


Bleeding.—Relatively painless bleeding at any 
time in pregnancy should be considered due to pla- 
centa previa until proved otherwise. The bloody 
discharge is usually bright red. It frequently comes 
in gushes. Recurrent episodes of bleeding at dif- 
ferent periods of pregnancy strongly suggest pla- 
centa previa. There may be some associated vague 
backache. The patient may have a feeling, par- 
ticularly if she has had other children, that she is 
not carrying the infant just right. 


PHYSICAL FINDINGS 


Fetal Malpositions.—In any patient who has per- 
sistent displacement of the fetal head, a transverse 
presentation, or a breech which is not easily con- 
verted in late pregnancy, the possibility of pla- 
centa previa must be considered. This is particularly 
true in the nulliparous patient. 


Blood on the Feet.—Usually, the first evidence of 
hemorrhage from placenta previa is the sensation of 
fluid spilling from the genital canal. This may occur 
at any time. The patient’s first reaction is to seek 
a bathroom and acquire a towel or something with 
which to catch the blood. In the process of going 
from her bed or chair to a bathroom, blood flows 
down her limbs and into her shoes or onto the floor. 
After expelling any clots from the vagina and after 
providing herself with protection, the average pa- 
tient will proceed to wash off her lower extremities 
prior to entry into the hospital. Because of the 
mechanical inability of reaching the bottoms of her 
feet, she will not have washed the blood from the 
soles. Any patient who shows evidence on the soles 





Fig. 1 
Cross section of the entire uterus showing the relationship of the 


placenta to the lower uterine segment and cervix in a patient with 
Partial placenta previa. 
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of her feet that she has walked in her own blood has 
had a hemorrhage of more than 150 cc. of blood 
(Fig. 2). 


Fetal Heart.—Unless the fetus has died from 
causes other than placenta previa or unless the 
patient is in extreme shock from hemorrhage, the 
fetal heart beat will be heard. 


Soft Tissue X-ray Localization of the Placenta.— 
When persistent fetal malposition or repeated epi- 
sodes of painless bleeding suggest the possibility 
of placenta previa, an attempt should be made to 
visualize the placenta by soft tissue x-ray examina- 
tion. 


Rectal Examination.—Where the patient’s history 
and physical findings suggest the possibility of pla- 
centa previa, rectal examination should never be 
done. Such an examination will usually be of no 
diagnostic value and it may initiate unnecessary 
hemorrhage without proper preparation for treat- 
ment. 


Vaginal Examination.—With properly typed and 
cross-matched blood available for transfusion, with 
intravenous fluids started through a 15-gauge needle, 
with an anesthetist present, and with the patient in 
an operative delivery room in readiness for any type 
of obstetric surgery, a carefully performed, non- 
traumatic vaginal examination will serve as the 
best means of establishing the presence or absence 





Fig. 2 
Blood on the soles of the feet, a sign of acute obstetric hemorrhage. 
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of placenta previa. Using antiseptic measures of 
preparation and sterile gloves, the external genitalia 
should be inspected very carefully. The cervix 
should be visualized with a large bivalve speculum. 
Unless dilatation and effacement are rather com- 
plete, the placenta will not be evident, but blood 
may be seen coming through the cervical canal. 
Next, gentle palpation through the lower uterine 
segment should be performed. If there is no inter- 
vening placenta previa the presenting part can be 
felt with ease through all areas of the lower uterine 
segment. 

If the cervix is uneffaced and undilated, no effort 
should be made to force the fingers through the 
cervical canal. However, if the cervix is dilated 
sufficiently to admit the insertion of one or two 
fingers, careful palpation of the supracervical struc- 
tures should be performed. If the membranes are 
encountered, they will yield with increasing tense- 
ness as the placental margin is approached. By 
following the membranes to the edge of the placenta 





Fig. 3 
Yielding membranes become more tense as the 
approached. 


placental margin is 
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the cervical canal will not be confused with the edge 
of the placenta. Soft, rubbery, movable blood clots 
can be differentiated from spongy, partially fixed 
placental tissue. 

After the placenta has been identified, the degree 
or percentage of placenta previa should be judged by 
the amount on either side of the true axis of the 
cervix.> Since the amount of cervical dilatation will 
vary at the time of examination, this estimation 
should be made on the basis of full dilatation of the 
internal os. If the placental margin is at the central 
axis of the cervix, it means that the os will be 50 per 
cent covered with placenta at the time of complete 
dilatation. Degrees of placenta previa are _illus- 
trated in Figs. 3, 4 and 5. 

Classification of placenta previa should be based 
upon the percentage of placenta which will extend 
over the cervical canal at full dilatation. Such a 
classification would seem more accurate than the 
descriptive terms of marginal, partial, complete. and 
central placenta previa. 





Fig. 4 
Edge of the placenta is felt at the axis of the cervix in 50 per cent 
placenta previa. 
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dge Differential Diagnosis——While placenta previa weeks from term and if the bleeding stops, there is 
lots and premature separation of the placenta are very no great urgency in performing pelvic examination. 
xed important causes of genital bleeding in late preg- These circumstances permit the use of diagnostic 
nancy, cervical erosion, lacerations of the genital aids such as soft tissue x-ray for localization of 
rree canal, ruptured varices, cervical polyps, carcinoma placenta. However, no patient with any significant 
by of the cervix, ruptured vasa previa, and occasionally amount of genital bleeding in late pregnancy should 
the uterine rupture deserve consideration in differential be discharged from the hospital undelivered without 
will diagnosis. Causes of bleeding other than placenta an aseptic pelvic examination to determine the exact 
tion previa are suggested in Fig. 6. cause of her genital bleeding. 
the TREATMENT While each patient presents individual indications 
tral for treatment, there are a few general principles in 
per The treatment of placenta previa will depend the management of placenta previa which may be 
lete upon the individual condition of the patient, pres-  ysefyl- . 
Hus- entation, position and size of the fetus, the amount : oer ace ; 
of bleeding, the degree of dilatation and effacement (1) In order to increase the infant's chance of 
= of the cervix, the percentage of placenta which will mes eae regen Secaircxsemepdeyrh si 
soil cover the internal os at complete dilatation, and the odie samen a it ak? ° 
- és facilities with which to work. ” ae 
the If bleeding is persistent and profuse, an accurate (2) With a well flexed vertex presentation and a 
pee diagnosis must be made and proper therapeutic cervical os which, at full dilatation, will be covered 


measures instituted immediately regardless of the 
duration of pregnancy. If the pregnancy is several 





per cent ; se , 
Only fixed spengy placental tissue is felt in complete placenta previa. 





less than 20 per cent by placenta, rupture of the 
membranes is usually the treatment of choice. If 
after drainage of the amniotic fluid bleeding persists, 
application of a Willett clamp to the fetal scalp with 
less than one pound of attached weight usually 
suffices to control the bleeding. 


(3) With 50 per cent or more of the cervix cov- 
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Fig. 6 
Composite illustration of the causes of bleeding in late pregnancy other 
than placenta previa. 
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ered by placenta and with the infant viable, cesarean 
section is the treatment of choice. 

(4) When it is necessary to terminate pregnancy 
after the thirty-second week, in any patient whose 
fetus presents transversely or as a breech, regardless 
of the degree of placenta previa, delivery should be 
by cesarean section. Compressing the placenta with 
the fetal body certainly decreases the infant’s 
chances of survival. Delivery of the fetal head, the 
largest and hardest part of the baby, last through a 
lower uterine segment containing a placenta previa 
is a serious threat to the mother because of the 
increased likelihood of uterine rupture. 

(5) Any patient with placenta previa who is de- 
livered by cesarean section should have her uterine 
cavity packed. The contractile upper part of the 
uterus will force the pack against the irregular, raw 
placental site situated in the less contractile lower 


segment. Packing of the uterus at the time of 
cesarean section prevents postoperative uterine 
bleeding. 


(6) There is no indication for the use of a Voor- 
hees bag in the treatment of placenta previa. A bag 
overdistends the uterus, increases the frequency of 
malpositions, introduces infection, and does not re- 
move soft tissue obstruction from the birth canal. 
While a bag may temporarily control bleeding until 
expelled, it leaves the presenting part high in the 
birth canal with the placenta intervening. 

(7) Version and extraction is the least favorable 
method of delivery for the fetus and the most haz- 
ardous for the mother. Too many infants are lost 
from anoxia and birth trauma; rupture of the 
uterus is such a serious threat for the mother that 
version and extraction is a contraindicated method 
of treatment for a patient with placenta previa and 
a fetus weighing more than 1,500 grams. 

(8) Postpartum expression of the placenta is 
usually unsuccessful. If placental separation is in- 
complete, manual removal of the placenta should be 
done before the patient loses an abnormal amount of 
blood. 

DISCUSSION 

The above mentioned diagnostic principles and 
therapeutic recommendations are based upon a ten 
year review of 28,757 deliveries at the Gallinger 
Municipal Hospital from 1939 through 1948. There 
were 187 patients, or an incidence of 1 out of every 
153 deliveries, in which a diagnosis of placenta 
previa was confirmed. Ninety-one and five-tenths 
per cent of the patients were multiparous and 8.5 
per cent were nulliparous. There were no maternal 
deaths. 
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The incidence of fetal malposition was high: 
only 117 or 62.6 per cent of the infants presented 
by vertex; 43 or 23 per cent were breech presenta- 
tions, and 27 or 14.4 per cent were transverse pres- 
entations. In the 49 patients with complete pla- 
centa previa, abnormality in fetal presentation was 
highest with vertex presentation occurring in 47.9 
per cent, breech in 31.2 per cent and transverse 
presentation in 20.9 per cent. In the 7 nulliparous 
patients with complete placenta previa, only 3 in- 
fants presented by vertex, one was a breech, and 3 
were transverse presentations. 


Rupture of the uterus occurred 4 times. In each 
instance the infant had been delivered as a breech. 


Fifty-eight cesarean sections were performed with 
delivery of 61 infants. In 32 patients the uterus was 
not packed at the time of cesarean section. In this 
group of patients, there seemed to be a greater than 
normal amount of postpartum bleeding. Postpartum 
hemorrhage severe enough to require treatment oc- 
curred in 3 patients. One patient had a measured 
blood loss of 1,675 cc. There was not one instance 
of postpartum hemorrhage in the 26 patients whose 
uteri were packed at the time of cesarean section. 


Infant mortality is outlined in Table 1. The over- 
all fetal mortality was 52.8 per cent. The data in- 
dicate the well-known fact that the larger the infant 
the greater its chance of survival. Either rupture 
of the membranes followed by spontaneous or low 
forceps delivery or delivery by cesarean section 
resulted in the highest incidence of living infants. 
The use of the Voorhees bag to control bleeding has 
been discontinued because expulsion of the bag was 
too often followed by the application of Willett 
clamps, forceps delivery, postpartum hemorrhage, 
and subsequent infection. Both for the mother and 
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infant, breech delivery is the most dangerous method 
of terminating pregnancy in placenta previa. 
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DISCUSSION (Abstract) 


Dr. Frank R. Lock, Winston-Salem, N. C.—The ex- 
cellence of the author’s methods is substantiated by the 
management of 187 patients in whom a diagnosis of 
placenta previa was confirmed, without a maternal death. 
The over-all fetal mortality was 52.8 per cent. The ad- 
vantage of fetal maturity is stressed, as well as _ ultra- 
conservative management or cesarean section for the chance 
of survival of the infant. 

In the state of North Carolina 734 maternal deaths 
which occurred between August 1, 1946 and October 1, 
1949 included 181 deaths from obstetric hemorrhage. This 
number does not represent a high maternal death rate, 
since the maternal death rate in North Carolina has been 
below 2 per thousand live births during 1947 and 1948. 
In 15 cases the diagnosis of placenta previa was confirmed, 
and in a considerable number it was suggested by the 
record of the patient’s pregnancy and delivery. It is sig- 
nificant that not one death from placenta previa has oc- 
curred prior to the delivery of the baby in our records. 
In Dr. Parks’ presentation of the treatment of placenta 
previa he has emphasized the individual indications for 
treatment, and included among them the facilities which 
are available with which to work. Our records clearly 
show that there is far greater danger to the patient from 
attempts to terminate pregnancy under unfavorable con- 
ditions without replacing the blood which has been lost 
and preparing for the administration of more blood by 
transfusion, than from the time lost in transporting the 
patient to a hospital and obtaining an adequate quantity 
of properly typed and cross-matched blood for use in the 
management of the problem. 

He urges us to make a thorough but gentle aseptic 
vaginal examination to determine the presence or ab:zence 
of placenta previa. This examination must not be made 
until the conditions he has outlined have been met, with 
all preparations for management of the problem completed. 

The classification of placenta previa upon a basis of the 
percentage of the placenta which will extend over the 
cervical canal at full dilatation is a sound and practical 
one. Its use in the evaluation of the patient will lead to 
far better results in the management of this problem than 
if the older classification is used. 

Rupture of the uterus was associated with breech de- 
livery in 4 cases in this series. Dr. Parks recommends 
cesarean section when an abnormal presentation is asso- 
ciated with placenta previa. Our experience with spon- 
taneous breech delivery in patients with minor degrees of 
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placenta previa has been satisfactory. We agree with the 
use of cesarean section in the patient with a transverse lie. 


There is extreme danger to the mother and an unfavor- 
able prognosis for the baby when internal podalic version 
and extraction are used for the termination of pregnancy 
in placenta previa. Rupture of the uterus has been the 
cause of death in 29 cases in the North Carolina maternal 
death study, and internal podalic version and extraction 
was the method of delivery used for 18 of the patients. 


Every precaution must be taken in preparation for the 
management of postpartum hemorrhage. Uterine packing 
at the time of cesarean section has not been used on our 
obstetric service. 


Dr. Curtis J. Lund, New Orleans, La—Much of the con- 
fusion about the treatment of placenta previa would not 
exist if there were general understanding about classification. 
A few years ago a careful search of every standard ob- 
stetrical text was made in a futile effort to find a uniform 
usable classification. Before any useful classification can 
be made one fundamental question must be answered. 
Does the placenta move as the cervix dilates? 


This question has been asked of many obstetricians. 
Not a few dogmatically reply that naturally the placenta 
does move; it could not do otherwise, as the cervix dilates. 
More obstetricians have the opposite view. A series of 
careful observations at the University of Minnesota Medi- 
cal School and others at the Louisiana State University 
Medical School have proved to us that the placenta does 
not move as the cervix dilates. A recent observation of 
a patient with placenta previa revealed the placenta to 
lie at the tip of the examining finger after it had been 
inserted through the soft 1 cm. dilated cervix. At the time 
of delivery, inspection and palpation showed that the 
placenta had not moved but now it extended between 1 
and 2 cm. beyond the completely dilated cervix. 


With this fact established it is possible to determine the 
amount of placenta previa at any examination before or 
during labor, not merely after complete cervical dilatation 
as some believe. Over two years ago we discarded all the 
meaningless words used to classify placenta previa: com- 
plete, incomplete, total, partial, lateral and marginal. To 
each and every group or person they have a different 
meaning. 


Classification, as Dr. Parks has said, is based on the 
fixed position of the central axis of the cervix. This is a 
constant geometric central point whether the cervix is 
closed, partially or completely dilated. The amount of 
placenta previa is now expressed in per cent. If the 
placental edge reaches just to the central axis it is a 50 
per cent placenta previa, regardless of the cervical dilata- 
tion. Similarly a placenta which covers the central axis 
and extends 2 cm. beyond is a 70 per cent placenta previa. 
In a similar fashion a 10, 30 or 100 per cent placenta 
previa can be clearly and accurately defined. It is obvious 
that a diagnosis of degree of placeuta previa greater than 
60 to 70 per cent cannot safely be made by vaginal exami- 
nation if the cervix is no more than 2 cm. dilated. At- 
tempts to do so would lead only to placental separation 
and bleeding and would add little clinical significance. 
Other factors not considered, any degree of placenta previa 
greater than 50 per cent should be treated by cesarean 
section. 


Dr. Herman W. Johnson, Houston, Tex.—In Washington 
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the women must have poor endometria, because the in- 
cidence of placenta previa in Dr. Parks’ locality is much 
greater than in Houston. Evidently the trophoblast slips 
down in Washington. 

I should like to popularize the expression “vaginal palpa- 
tion,” to head off some of the opposition to vaginal ex- 
aminations. 

Dr. Parks did not stress one little point which I think 
is very important, namely: in palpating the posterior part 
of the lower uterine segment, to palpate the hemisphere 
of the pole, the arm must not be parallel to the patient’s 
body, but the elbow should be depressed as though one 
were trying to estimate the internal conjugate. 

For a number of years I have had more than a casual 
interest in placenta previa. Recently 201 cases occurring in 
50,000 consecutive deliveries at St. Joseph’s Maternity were 
reported. In this series there was no maternal mortality 
and an uncorrected fetal mortality rate of 21 per cent. 
Much criticism is made of my belief that without manipu- 
lation, vaginal, cervical or intra-uterine, the unaccreted 
cases of placenta previa seldom if ever bleed to death, and 
that hasty and untimely intervention are not in the best 
interest of the patient. Neither is the rapid removal of 
placental tissue during the third stage of labor indicated. 
Several years ago a reward was offered for the report of 
such a fatal case and to date no awards have been made. 
One case has been reported in the literature. In this in- 
stance the autopsy report showed that, “. . . the placenta 
was lying in the lower pole of the uterus,” but there was 
no evidence to show that implantation had taken place 
there. And the clinical course was very typical of massive 
premature separation of a normally implanted placenta. 
The statement is frequently made that while the patient 
may not die from the first hemorrhage, she frequently 
does after repeated hemorrhages. If this be so, some proof 
of such instances should be forthcoming. It is not possible 
in a limited discussion to dwell on the intermittent charac- 
ter of the bleeding in these cases, nor on the pathology and 
physiology of blood loss and the mechanics involved. 

To receive the before mentioned reward, which is a 
token one and offered solely in an effort to clarify an 
obstetrical point, all that is required is: (1) no vaginal 
manipulation such as the use of packs; (2) no effort to 
increase the dilatation of the cervix; (3) no intra-uterine 
manipulation (bags or efforts at version); and (4) that 
histologic study show that the placenta was not an accreta 
and was implanted near, partly or completely over the 
internal os. Careful vaginal examinations are necessary. 


I think our procedure is fairly well in accord with Dr. 
Parks’: to carry all cases to good viability unless the plan 
is upset by the onset of labor. To attain good viability, 
blood replacement and bedrest may be desirable. After this, 
if the patient, with the marginal or partial variety, is in 
labor, then the membranes are ruptured early. If not in 
labor, then an opportune time is chosen to induce labor 
by amniotomy. In the central variety the best interest of 
the fetus, after good viability, is served by cesarean section 
delivery. 

Placenta previa is not the killer it is purported to be. 
The real culprit is ablatio placentae. 


Dr. Parks (closing).—Accuracy of diagnosis and an op- 
erative delivery room which can be directed and controlled 
by the obstetrician are two extremely important factors in 
the immediate treatment of a patient with any type of 
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excessive and acute hemorrhage. Dr. Lund has re-emphasized 
the importance of evaluating placenta previa on a percentage 
basis. This is an important diagnostic and therapeutic point 
which, if universally adapted, would make comparative data 
on this subject more valuable. 

With regard to Dr. Johnson’s question, it is difficult to 
say why a higher incidence of placenta previa occurs in 
Washington than in Houston. All the patients reported 
today were from the Gallinger Municipal Hospital Service. 
No patient was considered to have had placenta previa 
unless the diagnosis was confirmed at delivery. 

We agree with Dr. Johnson that, in the absence of acute 
postpartum bleeding, the placenta should be left alone 
until it separates and delivers spontaneously. However, if 
the patient starts to bleed, no vigorous attempt should be 
made to express the placenta. It should be removed man- 
ually from the lower uterine segment 

I sincerely hope that Dr. Johnson never has an oppor- 
tunity to present his much publicized award for, if and 
when he does, it will mean that someone has been neg- 
ligent in the diagnosis and treatment of placenta previa. 


SCLEROSING LIPOGRANULOMA* 
PRELIMINARY REPORT 


By Hans F. Smetana, M.D. 
Washington, D. C. 
and 
WILLIAM BERNHARD, M.D.7 
Summit, New Jersey 


Sclerosing lipogranuloma is a granulomatous re- 
action in the fat tissue which proceeds to scarring. 
In the majority of the cases there is a history of 
trauma, such as a blow, a fall, or an inflammatory 
process, followed by swelling of the affected region 
of the body. The tumefaction persists and may 
progress; it is sometimes indolent in nature and is, 
in occasional cases, accompanied by a swelling of the 
regional lymph nodes. 

A series of 14 cases of sclerosing lipogranuloma 
was observed at the Armed Forces Institute of 
Pathology during the last three years. The age of 
the patients varied from 20 to 60 years with an 
average of 37; all patients were male; two were 
Negroes. The duration from onset to operation 
varied from 5 weeks to 12 years. In nine instances 
the sclerosing lipogranuloma was located in the 
genital region, affecting the scrotum in three, the 
penis in two, both scrotum and penis in two, and 





*Read in Section on Pathology, Southern Medical Association, Forty- 
Third Annual Meeting, Auspices Campbell-Kenton County Medical 
Society of Northern Kentucky, held in Cincinnati, November 14-17, 
1949 

*From the Armed Forces Institute of Pathology, Washington, D. C. 

tHospital of St. Barnabas and for Women and Children, Newark, 
New Jetsey. 
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the epididymis and perineum in one case each; the 
buttocks were involved in three cases, and the arm 
and the orbit in one case each. A history of trauma 
was reported in six cases and of inflammation in 
three; there was no mention of injury in the records 
of the remaining five. 

The preoperative diagnosis was either uncertain 
or was that of neoplasm; malignant change had been 
considered in two instances. 

In the majority of cases, the original pathologic 
(diagnosis was “inflammatory granulomatous tissue” 
or fat necrosis; however, in a number of instances 
diagnoses such as adenomatoid tumor of epididymis, 
lymphoma, lymphangioma or lymphangiomatosis 
had been proposed. 

The gross clinical appearance of the lesion was 





Fig. 1 
AFIP Accession 198745.—Sclerosing lipogranuloma of the penis. 
There was a history of a blow to the penis five weeks previously. 
Note the intact skin over the shaft of the penis and the marked 
thickening of the shaft. 





Fig. 2 
AFIP Accession 239826.--Lipogranuloma of right orbit producing 
marked exophthalmos with swelling and reddening of lids (courtesy 
of U.S. Marine Hospital, Baltimore, Maryland). 
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that of a localized swelling, usually progressing 
gradually, but sometimes rapidly (Figs. 1 and 2). 
The absence of inflammatory signs and the dis- 
respect for natural boundaries suggested neoplasm, 
sometimes of malignant character, especially when 
the regional nodes were involved. 


The gross pathologic appearance was character- 
ized by disruption of the adipose tissue, the presence 
of cystic spaces of various sizes filled with fluid or 
fatty material, and scarring of varying density. 

Microscopically, there was a profound disturbance 
of the usual architecture of the fat tissue with dis- 
integration of fat cells and formation of fat globules 
by confluence of liberated fat from destroyed cells; 
this was accompanied by a peculiar hyaline necrosis 
of the septa, and infiltrates composed mainly of 
macrophages. Phagocytosis of fat droplets by macro- 
phages was apparent and giant cells of the foreign 
body type were gathered about aggregates of free 
fat (Fig. 3). The proliferation of fibroblasts in the 
stroma and consequent development of collagenous 
tissue gradually led to entrapment of the fat globules 
and of the masses of liberated fat. The final picture 
was that of scar tissue containing fat globules and 
cysts, surrounded by endothelial-like cells or for- 
eign body giant cells. Spontaneous healing was not 
observed; on the contrary, activity could still be 
discerned as long as 12 years after onset. 

Fat stains indicated a profound change in some 
of the tinctorial properties of the fat, and quali- 
tative differences were also recognized by alterations 
in its fluorescent properties. 

The histogenesis of sclerosing lipogranuloma could 
be traced through the following stages: 





Fig. 3 
AFIP Accession 137855.—Substitution of subcutaneous fat tissue by 
lipogranuloma, composed of fat globules of varying sizes, fibrous 
connective tissue and infiltrations, made up of lymphocytes and 
macrophages. Many cyst-like spaces, containing fat, are scattered 
through the tissue and are lined by foreign body giant cells (x60). 
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(1) Hyaline necrosis of intercellular septa in the 
periphery of fat lobules with rupture of adipose cells 
and liberation of fat. 

(2) Coalescence of the liberated fat droplets into 
globules of varying sizes (Fig. 4). 

(3) Phagocytosis of fat droplets by macrophages. 

(4) Disruption of the cytoplasm of many of the 
lipophages from overdistention, causing renewed 
liberation of fat (Fig. 5). 

(5) Formation of giant cells of the foreign body 
tvpe about free fat globules and masses of fat. 


(6) Proliferation of fixed tissue elements, forma- 
tion of connective tissue with entrapment of fat 
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Fig. 4 
AFIP Accession 130565.—Necrosis of adipose tissue in periphery of 
fat lobule. Intact tissue about nutrient vessels of septa. Infiltra- 


tions composed of lymphocytes and macrophages are present about 
the nutrient vessels. There is disruption of adipose cells in the 
periphery of the lobules with confluence of the liberated fat into 
large globules (x75). 





Fig. 5 
AFIP Accession 198745.—Lipophages distended by fat droplets to 
the point of rupture. Collection of newly liberated fat droplets into 
globules which are surrounded by endothelial-like cells and foreign 
body giant cells (x515). 


SOUTHERN MEDICAL JOURNAL 





August 1950 


globules, and progressive scarring of the tissue (Fig. 
6). 

(7) Transportation of fat by lipophages from 
areas of lipogranuloma into lymphatics and regional 
lymph nodes (Figs. 7 and 8). 

The pathogenesis of sclerosing lipogranuloma is 
by no means as clear as its histogenesis. Apparently 
a change occurs in the fat which interferes with its 
metabolic utilization. No uniformly applicable 
cause for this transformation of fat has as yet been 
determined. Physical disruption does not play an 
important role since no actual evidence of hem- 
orrhage or blood pigment is seen in any of the 
specimens. The necrosis in the periphery of fat 
lobules suggests ischemia as an important factor. 
It follows in the wake of a variety of agents, such 





Fig. 6 
AFIP Accession 199183.--End stage of lipogranuloma with extreme 
sclerosis and entrapment of fat droplets in the scar tissue. Endo- 
thelial-like cells and foreign body giant cells surround the fat 
droplet; (x350). 





Fig. 7 
AFIP Accession 137642.—-Transportation of fat from area of lipo 
granuloma by macrophages into perivascular and perineural lym- 
phatics. Foreign body giant cells surround the globules of fat 
(x100). 
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as physical injury, inflammation, toxins, allergic re- 
actions, without obvious anatomic changes to ex- 
plain it. The actual mechanism and character of 
the transformation of the fat is also unknown, 
although suspicion centers on the enzymatic action 
of lipases on neutral fats with formation of fatty 
acids and soaps. It is remarkable, however, that the 
histologic reaction is unlike that seen in response to 
the artificial introduction of fatty acids into the 
tissue. The histologic study of naturally occurring 
and artificially induced lipogranuloma leads to the 
impression that phagocytosis and removal of altered 
fat from the areas of disorganized and disrupted 
adipose tissue constitute the most obvious means of 
defense; however, these processes are apparently not 
entirely adequate as they are supplemented by the 
appearance of foreign body giant cells, and the 
formation of scar tissue walling off the affected 
area. This tissue reaction appears to be specific 
for lipogranuloma and can easily be distinguished 
from the usual reaction to injury or inflammation. 

Sclerosing lipogranuloma can be differentiated in 
most instances from other granulomatous conditions 
occurring in the fat tissue. The early stage of fat 
necrosis of the female breast, for instance, is char- 
acterized by a rather circumscribed area of necrosis 
and the presence of polymorphonuclear leukocytes 
or blood pigment. In the later stages, a well-defined 


cavity containing fatty debris, blood pigment, 
cholestrol crystals and fat-laden phagocytes is 
encountered. 


Relapsing, non-suppurating nodular panniculitis 
(Weber-Christian disease) is recognized clinically 





Fig. 8 
AFIP Accession 190851.—Transportation of fat by macrophages into 
inguinal lymph nodes from the lipogranuloma of the scrotum. 
Numerous fat spaces, often lined by foreign body giant cells, occupy 
the sinuses. Note the confluence of small fat droplets into larger 
globules and cyst-like spaces. The architecture of the lymph node 
is essentially unchanged. There is no tendency to sclerosis (x100). 
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by the multiplicity of recurrent lesions accompanied 
by general symptoms, such as fever, malaise, and 
weakness. Although the histologic appearance of the 
local changes can be very similar to sclerosing 
lipogranuloma, the localization in larger septa and 
the rather slight extension into fat lobules are more 
suggestive of Weber-Christian disease. 

Sclerosing lipogranuloma also has features in com- 
mon with lipoid pneumonia following aspiration of 
mineral oil or instillation of iodized oil, and with 
pelvic granuloma following utero-salpingography 
with iodized oil. The tissue reaction following the 
deposition of these comparatively bland lipid sub- 
stances is similar to that of a natural lipogranuloma. 


In conclusion, sclerosing lipogranuloma can be 
defined as a local reactive process following injury to 
adipose tissue. Although this reaction is considered 
to be specific there are probably a number of dif- 
ferent etiologic factors which can cause the initial 
damage. The essential consequence is not physical 
disruption but rather transformation of physiologic 
fat into a mildly irritating unphysiologic substance 
with which the body can cope only by transporta- 
tion, segregation, and walling off from the normal 
tissues. Ischemia probably plays an important role 
in the pathogenesis of sclerosing lipogranuloma 
although in the present state of our knowledge no 
uniformly applicable causative factor for this 
ischemia can be named. 

Spontaneous healing of sclerosing lipogranuloma 
is extremely slow and the only effective treatment 
known is the complete surgical removal of the lesion. 


DISCUSSION (Abstract) 


Dr. R. H. Rigdon, Galveston, Tex—This problem of 
sclerosing lipogranuloma is a new one to me. As far as I 
recall, I have not recognized one of these cases. Dr. Smetana 
has presented a group of cases with a variety of anatomic 
sites; however, the pathologic features are quite uniform. 
There is nothing I could add to the discussion of the paper 
from the standpoint of either the histologic reaction or the 
possible pathogenesis of the lesion. 

A majority of the cases reported are characterized by 
local lesions and, as far as we know now, they were cured 
by excision. I would like to know if he has any follow-up 
data on these cases. It would seem very important to know 
if these individuals always react to injury by developing the 
same type of reaction. Such knowledge might help us to 
determine whether, in a specific case, this reaction in the 
fatty tissue is local or if it may occur anywhere in the body 
and, furthermore, whether the occurrence of this type of 
reaction is associated with only a temporary chemical process 
within the tissue, or if such a reaction is characteristic of 
the host. There seems to be no correlation between the 
type of injury and the development of this specific type of 
reaction. 
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One case is of considerable interest, I think. Following 
a severe balanitis in 1942, the patient was circumcised. 
The healing of the wound was protracted for seven months. 
Two years later, he developed suppurative inguinal lymph- 
adenitis and, following surgical drainage and apparent heal- 
ing, the glans penis became swollen and painful. 

In 1948 (that is, six years following his original lesion), 
a testicle and spermatic cord were removed. They showed 
the typical sclerosing lipogranulomatous process. 

This case brings up the question as to whether a vicious 
cycle may be established in some of these cases. With 
surgical removal of the lesion, the additional trauma may 
serve as the stimulus for further chemical reactions to occur, 
with a continuation of the chemical change in the fatty 
tissues. 

This brings me to ask the question, what is the effect of 
irradiation on these lipogranulomatous lesions ? 

Although this pathologic process occurs infrequently, Dr. 
Smetana certainly deserves credit for focusing our attention 
upon it by both his exhibit and this paper. 


Dr. Paul Kimmelstiel, Charlotte, N. C—I have seen 
sclerosing lipogranuloma without realizing that it could be 
set aside as a specific entity. I have reference in particular 
to cases which I was inclined to diagnose as Weber- 
Christian’s disease were it not for the fact that the lesions 
were isolated and not associated with constitutional symp- 
toms. 

I wonder whether the lesions in Weber-Christian’s disease 
can be differentiated from sclerosing lipogranuloma by 
differential fat stains. 

The second question is this. Sclerema neonatorum is now 
subdivided into two different entities: (1) the true sclerema 
neonatorum, the histopathology and pathogenesis of which 
are unknown and (2) a lesion which may clinically resemble 
sclerema neonatorum but which in reality is a fat necrosis. 
This latter type, often due to birth trauma, is a self-limited 
lesion which may histologically resemble closely sclerosing 
lipogranuloma. I wonder whether this disease should be 
classified as lipogranuloma. 


Dr. Jacob Furth, Oak Ridge, Tenn —May I ask Dr. 
Smetana whether he would care to tell us his opinion on 
the nature of these endothelial-like cells surrounding the fat 
globules; also, whether these granulomas contain acid-fast 
fats, so-called ceroid. Ceroids are particularly abundant in 
endocrine and their target organs; and in liver with mal- 
nutrition. In the former they may be related to steroids. 
This is not likely in the subcutaneous granulomas but some 
lipoid pneumonias also contain acid-fast lipoids. 

Another question is whether, in your mind, this sclerosing 
lipogranuloma is not merely a variant of traumatic fat 
necrosis. In usual cases the necrosis appears suddenly with 
hemorrhage and tissue destruction so as to cause an acute 
inflammatory reaction, whereas, in your cases trauma might 
bring about slow death of fat cells and fat decomposition. 


Dr. Wiley D. Forbus, Durham, N. C.—Dr. Rigdon has 
asked whether this is a strictly local change in the fat (the 
metabolism of the adipose tissue, perhaps) or a process 
which affects the body as a whole. 

If the process be widespread throughout the body, it 
would remind one of two important entities, namely, 
Schiiller-Christian disease and Whipple’s disease. In the 
former, the histologic and gross anatomic picture is, as I 
recall, not essentially different from what Dr. Smetana has 
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described, and we know that the fatty substance chiefly 
involved is cholesterol. In the latter, nobody knows what 
the specific nature of the fatty substance responsible for the 
stimulation of the reaction of the reticulo-endothelial cells 
is. Dr. Black-Schaffer in our department recently studied 
the problem but did not get very far with it except to show 
that the fatty substance found in the reticulo-endothelial 
cells of the intestine is a fat combined with protein. This 
combination is peculiar in that it does not stain with any 
of the ordinary dyes which are absorbed by fat. However, 
once it is removed from the intestine by the reticulo- 
endothelial cells and transported to the lymph nodes, then 
much of it undergoes an alteration and becomes readily 
stainable by the usual dyes. In Whipple’s disease there is 
surely a systemic alteration in fat metabolism. 


There are then at least two important diseases in which 
widespread lesions of the type described by Dr. Smetana 
occur, and in each something is known about the fatty sub- 
stances chiefly involved. It would seem to me, and I am 
sure Dr. Smetana would agree, that it is of greatest impor- 
tance to develop if possible some means of determining the 
specific nature of the fatty substances concerned in the 
lesions described in his paper. 


Dr. Smetana (closing) —I am completely ignorant as to 
the actual pathogenesis of lipogranuloma. I hope that some 
of you, when you recognize a case of lipogranuloma clin- 
ically, will not fix the tissue but will have it analyzed by 
a competent chemist. None of the cases I have studied had 
been diagnosed clinically, and the material received at the 
various laboratories was unsuitable for chemical analysis. 

We have had repeated biopsies in some of the cases. One 
case is especially interesting in this respect as the process 
is going on 4 years after injury to the scrotum; the man 
is still a patient in an Army hospital and, from time to time, 
suffers from local recurrence of the lipogranuloma. The 
lesion has been diagnosed variously as “tumor, lymph- 
angioma, lymphangiomatosis or adenomatoid tumor.” None 
of the other cases has shown recurrence after complete 
excision of the lesion. 

The lipogranuloma of the orbit led to complete blindness 
of the affected eye. This condition has apparently not been 
described in the ophthalmologic literature. A search of the 
files of the Armed Forces Institute of Pathology revealed 4 
more cases of lipogranuloma of the orbit which will be 
described and analyzed elsewhere. 

The question concerning the nature of the temporary 
alteration of the fat I cannot answer. Lipogranuloma is a 
local process and the trauma is obviously only a trigger 
mechanism since trauma of many different types is reported 
in this series. A cyclic reaction due to the effect of lipase 
on tissues, similar to that proposed by Hoffmann and Hoff- 
mann, may perhaps be considered. 

None of the cases had been treated with x-rays and there- 
fore I cannot express any views on the effect of irradiation 
on lipogranuloma. 

As to Dr. Kimmelstiel’s question, fat stains are not a very 
reliable source of information. The French authors, Lecene 
and Moulonguet, have perhaps put too much emphasis on 
color changes observed in Nile blue sulphate stains. It is 
quite true that in most cases a decided tinctorial change 
of the fat takes place, but I do not recognize the full 
significance of this phenomenon; I am also not certain 
whether the production of fatty acids or soaps is primary 
and essential in the formation of lipogranuloma. 
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Lipogranuloma is essentially similar to fat necrosis. Per- 
haps it is the differences in the type of tissue which are 
responsible for the diversified manifestations in various parts 
of the body. The breast tissue, for instance, has a structure 
unlike that of the subcutaneous fat tissue, and a traumatic 
lesion in the breast may therefore assume a morphologic 
appearance and have consequences different from those re- 
sulting from injury to the subcutaneous fat tissue. 

The nature of the cells which surround the liberated fat 
globules is unknown to me, but I suspect them to be local 
tissue cells, histiocytes. The presence of these cells is im- 
portant in the diagnosis of lipogranuloma; while the natural 
fat cells are characterized by a single nucleus of signet ring 
type, liberated fat globules have no nuclei but are sur- 
rounded by continuous rows of nuclei belonging to histio- 
cytic cells. 

Ziehl-Neelsen stains were made in all cases but did not 
demonstrate acid-fast membranes as seen in lipoid pneu- 
monia. 

The histologic similarity of lipogranuloma to such condi- 
tions as Hand-Schiiller-Christian disease or Whipple’s disease 
is indeed striking. However, in Hand-Schiiller-Christian dis- 
ease the intracellular substance present in histiocytes is 
cholesterol and is easily recognized as such. In none of the 
cases of lipogranuloma which I have presented was choles- 
terol identified under the polarizing microscope. The his- 
tologic picture seen in Whipple’s disease can be quite similar 
to lipogranuloma produced by injection of oils into hemor- 
rhoids for the purpose of causing sclerosis. In Whipple’s 
disease a faulty synthesis of the fat may perhaps explain 
its abnormal deposition. A comparable chemical alteration 
brought about by ischemia may be the reason for the in- 
ability of the body to metabolize the fat in sclerosing 
lipogranuloma. It would seem impossible to determine the 
exact nature of the alteration of the fat except by chemical 
methods 


BILATERAL ARRHENOBLASTOMATA* 


By Henry G. BENNETT, Jr.. M.D. 
and 
CHARLES D. Bopine, M.D. 
Oklahoma City, Oklahoma 


Since particular attention was drawn to arrheno- 
blastomata of the ovary by Robert Meyer! and Emil 
Novak,’ increasing numbers of this rare type of 
functioning ovarian tumor have been reported. In 
1938, Novak was able to compile only 45 reported 
cases to which he added six cases of his own. In 
1946, Jones and Everett’ accounted for 65 cases in 
the literature and added two cases which they had 
studied. By 1948, according to Zelle,* a total of 
94 cases had been recorded. This unusual tumor 
which morphologically resembles components of the 
male gonad, is always of clinical interest because of 


"Received for publication February 10, 1950. 


“From the Gynecology Service, St. Anthony Hospital, Oklahoma 
City, Oklahoma. 
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the striking defeminizing and masculinizing changes 
characteristically produced. The case to be described 
in this communication presented the classical symp- 
tomatology. In addition, this case is of particular 
interest because the arrhenoblastomata was bilateral 
and because the tumor masses were unusually large. 


CASE REPORT 


The patient, Mrs. L. E., a married, colored woman, age 
36, gravida O, presented herself to the gynecologic out- 
patient department of St. Anthony Hospital, June 3, 1949, 
complaining of an abdominal mass. 

The past history was essentially negative. The patient had 
been married 15 years and had never become pregnant. 
Menstruation had begun at the age of 13 and had been 
regular every 30 days with 7-8 day flow, until 1946 when 
the menses began to diminish in amount. There had been 
complete amenorrhea for six months prior to admission. 
For the previous three years the patient had been aware 
of a firm, nontender lower abdominal mass which had 
been steadily increasing in size until the time of admission. 
She said that she had noted excessive hair growth about 
the upper lip, chin, abdomen, breasts, and extremities since 
puberty, but that this had definitely increased during the 
past two years. Recently she had found it necessary to 
shave twice weekly. Her voice had always been deeper than 
average but had been noticeably more so for the preceding 
six months. 

During the course of her present illness her general health 
had been good and there had been no change in weight. 
Physical examination at the time of admission to the hos- 
pital, June 13, 1949, showed a tall, thin Negress who did 
not appear to be ill. There was definite hypertrichosis of 
masculine distribution. The breasts were small but showed 
no evidence of atrophic change. There was a striking en- 
largement of the abdomen corresponding to a seven months 
gestation. Palpation revealed the enlargement of the ab- 
domen to be due to a multinodular, firm, nontender tumor 
mass arising from the pelvis and extending to the costal 
margin. Pelvic examination revealed that the abdominal 
mass completely filled the left side of the pelvis, encroached 
on the upper two-thirds of the vagina, and displaced the 
cervix upward and to the right to such an extent that it 
could not be visualized by speculum examination. The 
clitoris was definitely larger than average, measuring 4.5 
cm. in length and 1 cm. in diameter. The blood pressure 
was 120/68. The remainder of the general physical examina- 
tion was normal. 

Hemoglobin was 10 grams, red blood count 3,750,000, 
and white blood count 6,400. Urine analysis chemically and 
microscopically was negative. The sedimentation rate was 
115 mm. in 60 minutes (when repeated two days later was 
119 mm. in 60 minutes). The basal metabolic rate was —3, 
and blood cholesterol 120 mg. 


X-ray of the skull showed no abnormalities of the sella 
turcica. A chest plate showed no evidence of metastasis or 
other abnormality. A flat plate of the abdomen showed no 
significant finding except a soft tissue mass filling the pelvis 
and abdomen. 

Total 17-ketosteroid determination on a 24-hour urine 
specimen prior to surgery was 17 mg., and on the second 
postoperative day it was 18 mg. 
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Fig. 1 


Photograph of gross specimens showing size of myomatous uterus and bi 
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left ovarian 





Photograph of cut-surface of tumor showing lobulations 


and central cystic spaces. 


On June 22, 1949, at the time of laparotomy the pelvic 
mass was found to be composed of a large intraligamentary 
tumor mass replacing the left ovary, a smaller intraliga- 
mentary tumor mass replacing the right ovary, and a multi- 
nodular myomatous uterus all bound together to form a 
single tumor mass. The ovarian masses were separated from 
the uterus after mobilization by blunt and sharp dissection 
and were removed, following which a subtotal hysterectomy 
was done. The patient was discharged ambulatory on the 
thirteenth postoperative day. She returned two weeks later 
for a course of deep x-ray therapy. 

The pathologic examination showed a myomatous uterus 
measuring 16x 12x10 cm. and weighing 900 grams. The 
myomata were subserous, intramural, and submucous. The 
endometrial cavity was lined by intact endometrium meas- 
uring 2 mm. in thickness. The left ovary was completely 
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replaced by a tumor mass measuring 
20x15x12 cm. and weighed 1,400 
grams. The tumor was solid and appar- 
ently well encapsulated. The right ovary 
was also entirely replaced by a tumor 
mass which was well encapsulated and 
measured 10x 8x 8 cm. and weighed 180 
grams. The surfaces were reddish-gray 
and were covered in large part by the 
remnants of fibrous adhesions. Section of 
the left ovarian tumor showed numerous 
bulging, spheroid, circumscribed, pinkish- 
gray to yellowish-gray areas with elastic 
pink septa. In addition there were cen- 
trally located cystic areas filled with 
clear gelatinous material. Section of the 
right ovarian tumor mass gave a similar 
appearance except that the cystic spaces 
were larger. 


¢ 


Right Ovary 


Microscopic examination of the two 
ovarian tumors was essentially identical. 
Representative 


lateral ovarian tumors. sections from the solid 





Fig. 3 
Photomicrograph (x 100) from left ovarian tumor showing representa- 
tive field with cord-like arrangement of cells, imperfect tubule forma- 
tion, and few interstitial-type cells in the connective tissue septa. 





Fig. 4 
Photomicrograph (x 100) of endometrium showing glands in the resting 
stage, without proliferation or secretory change. 
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portions showed cords of epithelial cells without actual 
tubule formation. These cords were separated by a scanty 
connective tissue network in which were found scattered 
cells of the interstitial type. Other sections near the cystic 
portions of the tumors showed large areas of necrosis. 
Because of the presence of cords of cells without complete 
tubule formation, these tumors have been classified as 
arrhenoblastomatas of the intermediate type. Sections of the 
uterus showed benign leiomyomata. The endometrium was 
thin. The glands were round and small without proliferative 
or secretory changes. 


COMMENT 


This case of arrhenoblastomata of the ovary pre- 
sents a typical history and clinical findings. The 
patient had noted increased hirsutism for two years, 
deepening of voice for one year, and amenorrhea for 
six months. This case is unusual in that the tumor 
masses were large enough to be easily palpable 
through the abdominal wall and in the fact that the 
arrhenoblastomata was bilateral. The diagnosis was 
made preoperatively without a great deal of hesita- 
tion because of this combination of symptoms and 
physical findings. 

Other diagnostic possibilities such as tumors of 
the adrenal cortex, Cushing’s syndrome, and the 
so-called diabetes of bearded women, were not con- 
sidered seriously in this case because of the con- 
spicuous pelvic tumor. However, these possibilities 
were investigated. The skull x-rays were negative. 
There was no laboratory evidence of diabetes. The 
ketosteroid determination, while elevated, was still 


far below that usually associated with adrenal 
tumors. 


Prognosis is difficult in patients of this type be- 
cause an insufficient number of cases has been re- 
ported with five-year followups to determine the 
mortality. In those cases which have died of re- 
currence or metastasis of the arrhenoblastomata 
there has been no definite correlation between the 
histologic appearance of the neoplasm and the ulti- 
mate degree of clinical malignancy. In this case 
postoperative x-ray therapy was given, but without 
any feeling of assurance that the prognosis would 
be improved thereby. It is to be hoped that further 
long range reports will be made in cases of arrheno- 
blastomata in the hope that the actual degree of 
malignancy may be established. 
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ACUTE FREE PERFORATION OF THE 
GALLBLADDER* 


By Raymonp C. Ramacg, M.D. 
and 
RoBert F. GutHrigz, M.D. 
Birmingham, Alabama 


The subject of perforations of the gallbladder is 
of great practical importance to the surgeon and 
internist. As clinicians, our inability to correlate 
accurately the clinical features of acute cholecystitis 
with the pathologic process in the gallbladder has 
been repeatedly demonstrated. The frequency of 
perforation and the inherent dangers associated with 
it should determine the course of action taken by 
by the physician. Early surgical treatment of the 
patient with acute cholecystitis, and the performance 
of indicated surgery in chronic gallbladder disease, 
will reduce the hazard of perforation with its grim 
morbidity and mortality. 


Perforations of the gallbladder originally were 
classified by Niemeier! into three types: (1) chronic 
perforations with a fistulous communication between 
the gallbladder and some other viscus; (2) sub- 
acute perforations, in which the perforation is sur- 
rounded by an abscess walled off by adhesions from 
the general peritoneal cavity; (3) acute perforations 
into the free peritoneal cavity without protective 
adhesions. Stout and Hibbard? added two other 
types of perforations to Niemeier’s classifications, 
namely:- (1) perforation of the gallbladder into the 
liver; and (2) external perforations. The discussion 
in this paper is limited to the acute perforations into 
the peritoneal cavity, commonly referred to as “acute 
free perforations.” For convenience, we have divided 
the types of perforations into two main classes: 
(1) acute free perforations and (2) “walled off” 
perforations, or those limited to the gallbladder 
region. 

Acute free perforations of the gallbladder com- 
pose approximately one-third of all types of perfora- 
tion and are one of the most serious complications 
of gallbladder disease. The condition frequently is 
not recognized early enough to save the patient’s 
life as is evidenced by the uniformly high mortality 
rate in reported cases. Following an acute perfora- 





*Read in Section on Surgery, Southern Medical Association, Forty- 
Third Annual Meeting, Auspices Campbell-Kenton County Medical 
Society of Northern Kentucky, held in Cincinnati, November 14-17, 
1949, 


*From the Department of Surgery, Medical College of Alabama, 
Birmingham, Alabama. 
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tion, there occurs a diffuse biliary peritonitis, which 
is highly toxic and against which the peritoneum 
has little defensive power.’ In addition to the 
chemical irritation of the bile, the peritoneal cavity 
is often submitted to a bacterial invasion. Cowley 
and Harkins* in their series found that the three 
most common organisms were the Bacillus coli, 
Bacillus lactis aerogenes, and a nonhemolytic strep- 
tococcus. 


The causes of perforation are generally attributed 
to: (1) overstretching, with or without stones, (2) 
pressure of a stone causing ulceration, (3) gangrene 
due to thrombosis of vessels supplying the wall.‘ 
Diverticula, such as are seen in the esophagus, and 
small and large bowel, also have been mentioned as 
possible etiologic factors.‘ 


The diagnosis of acute free perforation is facili- 
tated by a careful analysis of the patient’s history 
and physical findings. The patient will often give a 
history indicating previous gallbladder trouble, for 
example: recurrent bouts of indigestion, fatty food 
intolerance, and upper right quadrant pain which 
frequently radiates to the scapular angle. The illness 
may be of a few hours or several weeks duration. 


On physical examination, the presence of a tender, 
globular mass in the right upper quadrant will be 
an important sign to rule out a free perforation. 
An increase in the inflammatory zone, associated 
with a tender, distended abdomen and impending 
shock, should arouse the suspicion of a perforation 
of the gallbladder. 

Roentgenologic investigation is of little value in 
detecting free perforations. X-ray study usually 
reveals a nonvisualization of the gallbladder. The 
only study that can be carried out practically is an 
upright film of the abdomen. This may be of value 


in ruling out a ruptured peptic ulcer, or perforation. 


of an intestine due to typhoid, by an absence of air 
under the diaphragm. Acute intestinal obstruction 
can be differentiated from an early ruptured gall- 
bladder by the absence of fluid levels. The presence 
or absence of gallstone shadows is of little value in 
the diagnosis as acute gallbladder attacks with sub- 
sequent perforation may occur with or without 
stones. 

The blood lipase and amylase levels will be of 
value in ruling out a pancreatitis. However, a mild 
pancreatitis is often associated with disease of the 
biliary tract. The accuracy of diagnosis will improve 
if physicians bear in mind the fact that perforation 
of the gallbladder is not a rarity. 

Green and Coe® conclude in their statistical review 
that 1 to 3 per cent of all gallbladder cases perforate, 
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but less than 1 per cent perforate into the general 
peritoneal cavity. It is common knowledge that 
perforation occurs in 1 to 2 per cent of chronic 
cholecystitis. Perforations occurring in this type are 
more apt to fall in our second classification of 
“walled-off” perforations. Although relatively in- 
frequent, acute free perforations can and do occur 
in chronic cholecystitis. However, the excellent pro- 
tective mechanism of the surrounding anatomical 
structures, the liver, parietal peritoneum, colon and 
omentum, all tend to prevent the spread of the gall- 
bladder contents and the resulting peritonitis and 
severe toxic reaction that follow a free perforation. 

When we consider the frequency of perforations 
in acute gallbladder disease only, the percentage is 
much higher. A review of the literature shows a 
variation of from 10 to 25 per cent. Edwards et alii,5 
reviewed the records of two hospitals, namely the 
Church Home and Infirmary, and the University 
Hospital, in Baltimore. At the Church Home and 
Infirmary, during the years 1929 to 1939, inclusive, 
there were 32,921 admissions, of which 531 cases 
were gallbladder disease. Of these, 96 were acute, 
with 8 cases of perforation into the peritoneal cavity, 
or 8.33 per cent. During the years 1934 to 1939, 
inclusive, at the University Hospital, there were 
34,958 admissions, of which 593 were cases of chole- 
cystitis. Ninety-eight of these were classified as 
acute with 13 perforations into the peritoneal cavity, 
or 11.5 per cent. Other statistics include Heuer’ 
who reports 26 per cent of perforation of acute 
cholecystitis. Zinninger$ reports 20.5 per cent. 
Smith? reports 22.4 per cent and Judd and Phillips'® 
report 13.4 per cent. Stone and Douglass!! report 
17 cases of perforation among 170 acute gall- 
bladders, or 10 per cent. Bodley'? estimated that 20 
per cent of acute cholecystitis cases perforate. In 
12,000 routine autopsies reported by Johnstone and 
Ostendorph,'* 32 perforations were encountered. Of 
these, 14 were acute free perforations. 

The records of Jefferson-Hillman Hospital of Bir- 
mingham, Alabama have been studied. An analysis 
of these records is presented with 9 cases of acute 
free perforation of the gallbladder. Perforations due 
to trauma, gun shot or stab wounds are not included 
in this series. 

During the years 1930 to 1948, inclusive, there 
were 295,230 admissions, of which 985 were diag- 
nosed clinically or surgically as cholecystitis. Of 
these 208 were classified as acute and 777 as chronic. 
There were 18 cases of all types of perforations, of 
which 9 were classified as “acute free perforations.” 
Tables 1 and 2 show a comparison of findings as 
reported by various authors. 
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The 9 cases of free perforation all occurred in 
cases of acute cholecystitis and composed 4.3 per 
cent of this group. Of these patients, 8 were white 
and 1 was colored; 5 were males and 4 were females. 
There were 2 survivals and 7 deaths (Fig. 1). 

The age range was from 49 to 84 with the average 
of 65 years. It is well established that perforation 
occurs most frequently after the age of 50. Acute 
bouts of cholecystitis in this group are a dangerous 
problem to treat conservatively. Early surgical 
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treatment must always be considered in elderly 
patients. 


The duration of the illness also plays an important 
factor in the prognosis. The shortest duration was 
four hours, the longest was two weeks (Fig. 2). It 
is significant to note that both survivals had early 
surgery. Early diagnosis and early surgery are 
essential to improve the end results. 








MORTALITY OF FREE PERFORATIONS OF THE 
GALLBLADDER 
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The presenting signs and symptoms were fairly 
uniform. As can be seen in Table 3, all 9 patients 
complained of abdominal pain, usually in the right 
upper quadrant. This was the most prominent fea- 
ture of the history. Five gave a history of recurrent 
gallbladder colic. All patients also had abdominal 
tenderness, ranging from moderate tenderness in the 
right upper quadrant in the cases of short duration, 
to severe generalized abdominal tenderness, as seen 
in generalized peritonitis. The latter group most fre- 
quently are distended and peristalsis cannot be 
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demonstrated. Muscle spasm was present in all 9 
patients, with generalized rigidity in 5. 


There is a wide variation in the temperature, pulse 
and white blood cell count. The temperature ranged 
from 98.6° to 102° F.; the pulse from 88 to 160, 
and the white blood count from 12,550 to 26,750. 
In all there was a shift to the left. From Fig. 3, it 
is obvious that the information from these usually 
valuable indicators is not at all reliable. The tem- 
perature, pulse and white blood count are an un- 
satisfactory index of the severity of the inflamma- 
tion. It must be remembered that in older people 
the response to acute inflammation is poor. 


It should again be emphasized that the most val- 
uable diagnostic information is the history and 
physical examination aided by the awareness of the 
examiner of the frequency of perforation of the gall- 
bladder. The one most constant finding is right 
upper quadrant pain, with progressive severity. 
Early recognition, diagnosis, and surgery are manda- 
tory if the mortality and morbidity are to be lowered. 


The operation of choice is a cholecystectomy if 
the condition of the patient will permit. Cholecystos- 
tomy is often the only procedure justifiable, but it 
should be avoided where possible, since symptoms 
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return in over 50 per cent of cases handled in this 
manner. 

Of the 9 cases reported here, 6 underwent surgery 
(Table 4). Two of these patients survived. Both 
survivals were patients in whom an early diagnosis 
was followed by a prompt operation. The 3 patients 
who received no surgery died. 

The mortality rate reported by various authors is 
uniformly high. In this series of 9 cases, there were 
7 deaths, or 77 per cent. This is higher than the 
average which in 108 cases was 43.89 per cent. 

Of the 7 patients who died, 3 were admitted in 
extremis and expired without surgery. One died from 
progressive fulminating peritonitis following surgery. 
Two had been hospitalized for cardiac decompensa- 
tion within two months prior to perforation. The 
remaining 1 was convalescing from a coronary 








TYPE OF SURGERY IN SIX CASES 
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thrombosis which occurred three weeks previously. 
DISCUSSION 


These statistics present a formidable challenge. 
A reduction in the high mortality and severe mor- 
bidity of perforations of the gallbladder can be 
accomplished by: 


(1) Urging patients to carry out indicated sur- 
gery on chronically diseased gallbladders. This is a 
sound prophylactic step. 

(2) Establishment of diagnosis in the early hours 
of the process and, if necessary, resort to a diag- 
nostic exploration. 


(3) Recognition that a patient over 50 years of 
age is a frequent candidate for perforation of the 
gallbladder during acute attacks. The age of the 
large majority of cases reported in the literature is 
above the fifth decade of life. 

(4) The surgeon should be constantly aware that 
the general condition of the patient is usually un- 
favorable due to advanced age and coexisting patho- 
logic conditions. These facts require the exercise of 
careful evaluation and good judgment in selecting 
the operation within the tolerance range of the 
patient. 


(5) The patient should be treated with heavy 


dosage of antibiotics. Because of the relatively re- 
cent entrance of a host of new antibiotics, their 
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Fig. 3 
Temperature, pulse, and white blood count at the time of admission. 








clinical evaluation in the treatment of perforation 
of the gallbladder has not yet been accurately esti- 
mated or determined. It is our feeling that the most 
effective regimen to date would be a combination 
of penicillin and intravenous aureomycin. Use of 
this combination in the treatment of severe per- 
itonitis from various sources has been very en- 
couraging. 

If a conservative regimen is selected, one must 
maintain a constant vigil for progression of symp- 
toms that would arouse suspicion of a perforation. 
If the therapeutic response is not convincing after 
a few hours, further observation is dangerous pro- 
crastination, and surgical exploration of the abdomen 
should be performed. 
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DISCUSSION (Abstract) 


Dr. V. Duncan Shepard, Atlanta, Ga—Most of us have 
been taught that surgery in acute cholecystitis is contra- 
indicated, that the diseases should be treated conservatively ; 
and I think the background and thought in that teaching 
has been that the mortality in operation on acute chole- 
cystitis has run in the neighborhood of 5 or 6 per cent; if 
we do not operate, we have no mortality. 

That is entirely fallacious thinking and reasoning, when 
we consider that perforations of the gallbladder carry a 
high mortality; localized perforations carry a mortality of 
15 or 20 per cent; acute free perforations carry a mortality 
of around 5O per cent. In numerous classifications of 
localized perforations, the distribution of cases will be about 
a third of the cases in each of these various categories. 

Another thing that has deterred many people, I think, 
has been the fact that free perforations of the gallbladder 
have been thought to be a rare occurrence. It is a rare 
occurrence if you take all gallbladder diseases and analyze 
them, but in some series, such as those of Priestley and Root, 
25 per cent of the cases were found perforated when only 
acute gallbladders were the source of the material. 
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These gallbladders were diagnosed as acute cholecystitis, 
clinically, at the operating table, and in the pathology 
laboratory. 

The type of case in which we must be particularly careful 
to watch for acute perforation is in the patient over 50, 
who has had multiple previous attacks of acute cholecystitis, 
and the patient who has had previous laparotomy with a 
fixation of the omentum in other parts of the abdomen, 
so the omentum is not free to help wall off the perforations. 

We have been taught in the past that we should not 
operate upon acute cholecystitis if we see the patient late, 
and it was formerly said that we should not operate if we 
saw the patient after 48 hours and under a week; but 
should operate either in the first 48 hours or wait a week, 
and then operate. 

In the series of cases of acute cholecystitis being re- 
ported in the literature today, the majority of the opera- 
tions are occurring just in this forbidden period, after 48 
hours and under a week. I am sure that if we cast aside our 
old teachings on that score, we shall prevent many people 
from suffering the high mortality of acute perforations of 
the gallbladder with generalized peritonitis. 


Dr. John W. Turner, Atlanta, Ga—I remember dis- 
cussing with Dr. J. M. T. Finney in 1933, the removal of 
acute gallbladders. The accepted method of treatment had 
been to keep the patient in bed with a hot water bottle 
over his gallbladder and to give him nothing by mouth. 
It was thought that an acute gallbladder would not per- 
forate or rupture within 34 days time and that most of 
them would subside within that time. 

Dr. Finney said “We believe now that the acute agall- 
bladder should be operated upon earlier. We do not believe 
it is safe just to watch the patient.” This is my attitude, 
at present. 

Dr. Guthrie has called attention to-the high percentage 
of free perforations in perforation of the gallbladder. One 
reason, of course, for the high percentage of free per- 
forations is the fact that the two organisms frequently 
involved are organisms which do not have a peptonizing 
effect on the body proteins. They have a proteolytic 
effect, so that the plastic exudates are not formed readily. 
These organisms spread widely in the peritoneal cavity, 
once they have access to it. 

The layman regards an operation upon his chronic gall- 
bladder as being one of the least satisfactory operations in 
surgery. I do not know whether we are wholly at fault or 
not, but I believe we should attempt to sell our patient on 
the fact that this operation will act (although it will not 
relieve him of his dyspepsia) as a prophylactic operation, 
and will prevent future complications and, possibly some 
carcinomata in the cases where there are stones. Perfora- 
tions which constitute about 3 per cent of the complications 
of acute cholecystitis will also be prevented. 

Most patients dislike very much to be operated upon 
for gallbladder disease. 

I think early diagnosis and early operation upon the 
acute gallbladders will give us much toward the solution 
of the high mortality that exists at the present time. 


Dr. James M. Mason III, Birmingham, Ala.—I should 
like to express our very strong feeling that when a diag- 
nosis of cholecystitis is made one is confronted with a 
surgical condition and it should be treated by chole- 
cystectomy. 
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Dr. David Henry Poer, Atlanta, Ga.—I favor early opera- 
tion for this disease. However, many times, the patient 
does not come into the hospital during the early stages 
of the disease. 

Mortality statistics not only in Dr. Guthrie’s series, but 
in others, in dealing with complications of acute chole- 
cystitis including perforations, are high. If the possibility 
of an early operation is automatically done away with by 
the patient’s not coming in, then some of us may be inclined 
to do only the amount of surgery that the patient can stand. 

I agree that cholecystectomy is preferable, but we should 
be willing to compromise in the old age group, especially 
when the patient will stand no more than simple drainage, 
which can be done in the gentlest fashion, preferably under 
local anesthesia. We should be willing to get him through 
the acute condition, and do the other operation later. 

An inflammatory condition in this area is particularly 
prone to lead to a thrombophlebitis, sitting right on top 
of the vena cava, and it behooves all of us to consider that 
factory in dealing with these patients early rather than 
waiting for a pulmonary embolism to take them away. 


Dr. Guthrie (closing). —I want to emphasize the fact that 
acute free perforations occur in the older age bracket. As Dr. 
Poer indicated, you must select the operation the elderly 
patient will tolerate. It is only by following the dictum 
of early operative surgery that we are going to be able to 
reduce the mortality rate and to save the patients from the 
severe morbidity involved in these particular cases. 





THE PROPHYLACTIC USE OF PENICILLIN 
VAGINAL SUPPOSITORIES IN GYNECOLOGIC 
SURGERY* 


By Pau F. FLetcuer, M.D., M.G.O., F.A.C.S. 
St. Louis, Missouri 


Studies on the absorption of penicillin from the 
vagina when administered in cocoa butter supposi- 
tories containing 100,000 units each were reported 
by Rock, Barker and Bacon! in 1947. After in- 
serting 200,000 units at a time, serum blood levels 
for penicillin were determined at intervals ranging 
from one-half to eight hours thereafter. Since the 
necessary concentration for streptococcus control is 
considered to be 0.039 units per cc. of blood serum 
and for staphylococcus from 0.78 to 0.1 unit per cc., 
these levels were considered an acceptable criterion 
for effectiveness. This critical amount was present 
in the patients studied for an average of six hours. 
They concluded that, in nonpregnant women, peni- 
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cillin was easily absorbed from this source in suf- 
ficient amounts to give therapeutic blood levels last- 
ing four to six hours after administration. They 
noticed that higher levels were found in patients who 
were near the end of their menstrual cycles, and in 
two patients who were in the menopause. 


Goldberger and his associates? also showed that 
penicillin calcium in cocoa butter suppositories is 
readily absorbed through the vaginal mucosa and 
appears in the blood stream at therapeutic levels. 
They say this method of administration has ob- 
vious advantages in that it is painless, can be 
employed under any circumstances, and does not 
require the help of nurse or physician. Subsequently, 
studying this method of penicillin administration in 
the treatment of systemic disease,> they concluded 
that therapeutic results paralleled those obtained 
with penicillin administered intramuscularly. Hence 
the vagina may be considered an acceptable organ 
to use in giving penicillin if it is incorporated in 
cocoa butter suppositories. This tubular structure 
has certain obvious advantages in that it facilitates 
a painless and efficient method of administration. 


Pierce* found the routine use of penicillin vaginal 
suppositories after delivery, decidedly effective in the 
reduction and prevention of postpartum morbidity. 
He justifies their routine use on the basis of re- 
duced nursing care, reduction in number of extra 
hospital days required per patient, and by the reduc- 
tion in genital tract infections following delivery. 


Lovelady, Randall and Hosefeld> have reported 
successes in the treatment of acute vaginitis at the 
Mayo Clinic by the vaginal administration of peni- 
cillin in suppository form. They suggested that 
penicillin suppositories might also be used in the 
preparation of patients for cesarean section, and for 
abdominal and vaginal hysterectomy. Rock and 
his associates! concluded that penicillin suppositories 
had a favorable effect upon vaginal infections. 


Abel and Farmer,® in reporting upon the treatment 
of nonspecific vaginitis with penicillin suppositories, 
said this method proved of definite value. They 
believe the successful treatment of bacterial vaginal 
infections indicates a potential beneficial effect in 
the pre- and postoperative care of patients upon 
whom extensive vaginal surgery is performed. They 
suggest that vaginitis and abscesses in the vaginal 
wall may be minimized by the insertion of penicillin 
suppositories prior to and immediately after such 
major procedures as combined vaginal hysterectomy 
and plastic repairs. 

This paper is an analysis of the results obtained 
with 109 patients subjected to some type of gyne- 
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cologic surgery in whom the vaginal administration 
of penicillin was used routinely in an endeavor to 
improve postoperative morbidity and enhance con- 
valescence. 


Plan of Procedure.—Penicillin was used prophy- 
lactically on 109 consecutive cases. All operations 
were peformed by the writer and each patient re- 
ceived postoperative care by the same nursing and 
resident staff, in the same hospital, and under ex- 
actly similar conditions. The results obtained in this 
series have been compared with those of 50 patients 
subjected to essentially the same type of surgery 
performed by the same operator in the same hos- 
pital. We selected the fifty consecutive cases ac- 
cumulated during the time immediately preceding 
the onset of this study to be used for controls. 


Method of Administration—The prophylactic 
routine used in each case is, as follows: 


Preoperative-—A suppository containing 100,000 
units of calcium penicillin in cocoa butter* was in- 
serted into the vagina after routine douches had been 
given the night before and early in the morning of 
the operation. Thus a total of 200,000 units of 
penicillin was administered before operation. 


Postoperative-—Upon completion of each surgical 
procedure and before the patient left the operating 
room, one or two suppositories were inserted into 
the vagina, one being used in all cases of minor 
vaginal surgery, while two suppositories were given 
to all who had major vaginal procedures as well as 
those having combined vaginal and abdominal sur- 
gery. Suppositories were not given, in the operating 
room, to patients upon whom only major abdominal 
surgery was performed. However, within 24 hours 
after operation, all patients received penicillin sup- 
positories routinely. Minor vaginal cases received 
a suppository at bedtime every day for six days. 
Patients having major vaginal surgery received a 
suppository morning and evening for three days, 
then a suppository at bedtime for an additional three 
days. Those patients upon whom some type of 
vaginal and abdominal operation was performed 
comprised the so-called ‘combined group.” They 
received a suppository morning and evening for 
three days, then a suppository at bedtime for an 
additional three days. All cases of abdominal sur- 
gery, including complete hysterectomy, received the 
same treatment. Occasionally, a suppository was 
continued once daily until the tenth or twelfth 
postoperative day, as additional prophylaxis for 


*Supplied by Schenley Laboratories, Inc., under the name of 
Pelvicins.® 
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those cases in which a retention catheter was left in 
place longer than five or six days. 


Early ambulation was used in all cases, both sup- 
pository and control. Every patient was out of bed 
within 24 hours after operation and was encouraged 
to walk frequently every day thereafter. Lavatory 
privileges were ordered on the second or third post- 
operative day even for those patients having a reten- 
tion catheter. 


CLASSIFICATION OF CASES 


Minor Vaginal Procedures —These include minor 
operations upon cervix or vagina, such as ring 
biopsy, removal of polyps, cauterizations, perine- 
orraphies, and removal of Bartholin cysts. Diag- 
nostic dilatation and curettage were not included in 
this series, nor were any patients subjected to 
culdoscopy. However, all cases of therapeutic dilata- 
tion and curettage for incomplete abortion were 
included. 


Major Vaginal Operations.—These include cer- 
vical plastics combined with anterior colporrhaphy, 
or posterior colporrhaphy and colpoperineorrhaphy, 
repair of third degree tears, vaginal suspension of 
uterus (Manchester operation), and vaginal hyster- 
ectomy. 


Major Abdominal Procedures. — All operations 
performed from above comprised this group, in- 
cluding complete hysterectomy, four low cervical 
cesarean sections, and two cases of ectopic preg- 
nancy. 


Combined Operations—These refer to patients 
receiving both vaginal and abdominal surgery, in- 
cluding three cases of abdominal colpocystopexy for 
complete prolapse of the vagina and bladder.? 


Analysis of Results—All cases in this series and 
those of the control group have been evaluated, 
objectively, on the basis of morbidity records and 
convalescent response, indicated by the number of 
days each patient remained in the hospital after 
operation. 


An endeavor was made to consider results in 
terms of such variables as the amount of pain suf- 
fered during postoperative convalescence, as well as 
the rate of wound healing. Obviously it was im- 
possible to evaluate these objectively. However, it 
is only fair to say that the opinions of the nursing 
and resident staff as well as the visiting surgeon were 
consistent in that the amount of postoperative dis- 
comfort was reduced to a surprising minimum. The 
rate of healing was apparently increased because 
vaginal wounds healed by first intention with com- 
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paratively little inflammatory reaction along the 
lines of incision, and it was unusual to find granula- 
tion tissue proliferation in the vagina upon follow-up 
examination three to six weeks after operation. We 
could find no yardstick by which to measure these 
things objectively. Therefore, results have been 
analyzed on the basis of postoperative morbidity 
records and the number of days these patients re- 
mained in the hospital after operation, particular 
attention being given the amount and character of 
the vaginal discharge. 


MORBIDITY 


Table 1.—Every patient in both series having a 
temperature of 100.4° F. or higher on any two 
postoperative days, beginning 24 hours after opera- 
tion, was Classified as morbid. There were 6 out of 
the 109 cases investigated. Morbidity occurred only 
in the ‘‘major operations” group: 2 were in the ab- 
dominal category, 1 in the vaginal, and 3 in the com- 
bined. None of the patients who underwent minor 








ANALYSIS OF POSTOPERATIVE MORBIDITY IN CASES 
INVESTIGATED, AND COMPARISON WITH 
CONTROL SERIES 





Number of Morbidity 
CASES INVESTIGATED Cases Number Percentage 
Major operations 
Abdominal : cisco 2 2.4 
Ee 1 1.2 
TREES 3 3.6 
[Ee 6 ‘. 7.2 
Minor operations 
PE Sicioeeratecatine tn 17 0 0 
D. and C. (therapeutic)... 9 0 0 
 — = 0 0 
SUMMARY 
Total number cases given routine prophylactic penicillin 109 
Total number cases showing postoperative morbidity... 6 
Percentage postoperative morbidity 5.5 
CONTROLS 
Major operations 
Abdominal 16 8 20 
Vaginal ’ 10 3 5 
Combined : 14 4 10 
Totals 40 3 37.5 
Minor operations 
| eee 5 0 0 
D. and C. (therapeutic) 5 0 0 
Totals 10 ¥ 0 0 
SUMMARY 
Total number cases ; ; 7 50 
Total number cases showing postoperative morbidity . 5 
Percentage postoperative morbidity. can clasahaietmenise ee 








Table 1 
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operations had a morbid convalescence. There were 
83 major operations, including the 6 morbid cases, 
giving a percentage morbidity incidence of 7.2 per 
cent for the 83 cases, and a corrected incidence of 
5.5 per cent for the entire series of 109 cases. 


In the control group, 15 of the 50 cases had a 
morbid postoperative course. Here again morbidity 
occurred only in the patients subjected to major 
surgery: 8 were abdominal cases, 3 “vaginal” and 4 
“combined,” giving a percentage incidence of 37.5 
per cent of the 40 patients who underwent major 
surgery. None of the ten in the minor category ran 
a morbid course. Therefore, the corrected morbidity 
incidence for 50 controls was 30 per cent. 


It was interesting to observe that temperature 
elevations to morbid levels occurred between the 
second and fourth postoperative day in 3 of the 109 
cases, while in the other 3, elevations occurred after 
the sixth postoperative day. A temperature of 101° 
was recorded on the seventh postoperative day in a 
patient subjected to abdominal colpocystopexy; a 
patient after cesarean section had a temperature of 
100.7° on the seventh day; and a patient upon 
whom a vaginal and abdominal procedure was per- 
formed had a temperature of 101° on the eleventh 
day and 100.5° on the twelfth day. 


In 4 of the 15 cases in the control group, tempera- 
ture elevations continued after the sixth postopera- 
tive day. One vaginal hysterectomy had a tempera- 
ture of 100.5° on the ninth day, another a tem- 
perature of 100.5° on the seventh day. An ab- 
dominal case had a temperature of 101° on the 
thirteenth day and 100.5° on the fourteenth day. 
Another abdominal case had a temperature of 100.5° 
on the eighth day, while one in the combined group 
had a temperature of 100.5° on the seventh day 
and 100.4° on the eighth day. 

Table 2.—A further breakdown of the morbid 
cases in the study group shows that 3 of the 6 
patients had temperature elevations between 100.4 
and 100.9.° Two had elevations between 101 and 
101.9,° while the highest temperature recorded in 
one case was 102.3.° Comparison with the control 
group shows that only 2 patients had maximum tem- 
perature elevations below 100.9,° while 10 in this 
group had temperatures ranging between 101 and 
101.9.° The remaining 3 ranged between 102 and 
102.4.° 

Table 3.—The duration of morbidity was signifi- 
cant because 1 of the 6 morbid cases had elevations 
for 3 days, and the remaining 5 for only 2 days, 
giving an average morbidity duration of 2.16 days. 
In the control group, 6 had a rise in temperature for 
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days, 3 for 3 days, 3 for 4 days, 1 for 5 days, and 
for 6 days, giving an average duration of 3.3 
day 
These figures show that the prophylactic use of 
penicillin, vaginally, in gynecologic surgery, will 
cause a significant reduction in the incidence and 
duration of postoperative morbidity. 


wm 


CONVALESCENT RESPONSE 


Table 4.—Analysis of postoperative recovery rates 
is based upon the number of days patients remained 
in the hospital after operation and is presented in 
terms of the type of surgery performed. Abdominal 
cases remained for an average of 9.8 days; major 
vaginal cases for an average of 10.2 days; “com- 
bined” cases for an average of 10 days. The average 
for those in the minor vaginal group was 4 days. 








ANALYSIS OF CASES SHOWING POSTOPERATIVE MORBIDITY 
CASES INVESTIGATED 109 Number Percentage (Controls) 
Number of cases with temp. below 101° F. 











(100.4-100.9) 3 2.7 (4) 
Number of cases with temp. below 102.0 
(101 -101.9) o “ 2 1.9 (20) 
Number of cases with temp. 102 or higher 
(102 -102.3) 1 0.9 (6) 
Totals 6 5.5 
CONTROLS 50 
Number of cases with temp. below 101° F. 
(100.4-100.9) 2 + 
Number of cases with temp. below 102 
(101 -101.9) 10 20 
Number of cases with temp. 102 or higher 
(102 -102.4) 3 6 
Totals ‘ 15 30 
Table 2 








DURATION OF MORBIDITY 





Number of 

CASES INVESTIGATED Cases 
Elevation to morbid levels or above on 

2 postoperative days 5 

3 postoperative days 1 

4 postoperative days 0 

5 postoperative days 0 

6 postoperative days 0 

CONTROLS 

Elevation to morbid levels or above on 

2 postoperative days 6 

3 postoperative days 3 

4 postoperative days 3 

5 postoperative days 1 

6 postoperative days 2 


Average duration of morbidity 3.3 days 
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Patients curetted for incomplete abortion were sent 
home on the third day. Averages for the control 
group are, as follows: abdominal cases, 12 days; 
major vaginal cases, 11.6 days; those in the com- 
bined category, 10.7 days; minor vaginal cases, 5 
days; while the incomplete abortion patients were 
discharged on the fourth day. 


These figures show an appreciable difference in 
convalescent rates for the two groups. This is an 
important and highly significant difference from an 
economic point of view because it provides the 
answer to a question which bothered us consistently 
during the conduct of this investigation. We won- 
dered how many patients could afford this treat- 
ment if they had to pay for the suppositories used. 
On the basis of these figures and the present cost 
of the product it is logical to infer that the prophy- 
lactic use of penicillin vaginal suppositories in gyne- 
cologic surgery is economically sound and can be 
administered without increasing the cost of hospital 
care in the average case. 


Vaginal Discharge: Amount and Odor.—The 
nursing and resident hospital staff were very much 
impressed with the fact that discharge from the 
vagina was markedly reduced in all patients, par- 
ticularly those having operations involving the 
vagina. Furthermore, they noticed that the odor, 
usually associated with this type of discharge, was 
nonexistent in most of the cases and difficult to 
detect in the remainder of the group. 

SUMMARY 
(1) Vaginal 


suppositories containing 100,000 








ANALYSIS OF POSTOPERATIVE RECOVERY RATES 





Average ’ 

CASES Number Number Postoperative (Controls) 
INVESTIGATED of Cases Days in Hospital Days 
Major operations 

Abdominal .- 2 9.8 (12.0) 

Vaginal 22 10.2 (11.6) 

Combined 37 10.0 (10.7) 
Minor operations 

Vaginal 17 4.0 ( 5.0) 

D. and C. (therapeutic) 9% 3.0 ( 4.0) 
CONTROLS 
Major operations 

Abdominal 16 12.0 

Vaginal 10 11.6 

Combined . 14 10.7 
Minor operations 

Vaginal - 5 5.0 

D. and C. (therapeutic) 5 4.0 
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units of calcium penicillin were used in 109 consecu- 
tive cases subjected to some type of gynecologic 
surgery. Results obtained were compared with those 
in a control group of 50 cases subjected to essen- 
tially the same type of surgery in the same hospital 
and under almost identical clinical conditions. 

(2) Postoperative morbidity records were com- 
piled for the two groups and analyzed in detail for 
comparison. Convalescent response was considered 
from the standpoint of number of days all patients 
in both groups remained in the hospital after opera- 
tion. Averages for the two groups were compared 
on the basis of various surgical categories used for 
classification. 

(3) An endeavor was made to evaluate results in 
terms of postoperative pain and rate of wound heal- 
ing, but a method was not found by which these 
could be studied objectively. However, the general 
impression of those concerned with the investigation 
is that postoperative discomfort was reduced to a 
minimum, the rate of postoperative healing seemed 
to be increased while the amount of vaginal dis- 
charge was markedly reduced and the odor usually 
associated with this type of discharge was practically 
nonexistent. 


4) One suppository was inserted into the vagina 
the night before and the morning of the operation. 
One or two suppositories were inserted upon com- 
pletion of the operation and before the patient left 
the operating room. Then, depending upon the type 
of surgery performed, one suppository was used once 
or twice daily for the first 3 postoperative days, 
aiter which a suppository was used once daily until 
the sixth postoperative day. Only in exceptional 
cases were they continued until the eleventh or 
twelfth postoperative day. 


CONCLUSIONS 


(1) The routine use of prophylactic vaginal peni- 
cillin in gynecologic surgery caused a marked reduc- 
tion in the incidence and duration of postoperative 
morbidity for 109 consecutive operations when com- 
pared to 50 controls. The averages were 5.5 per 
cent and 2.16 days as compared to 30 per cent and 
3.3 days. 

(2) The number of hospital days required for 


postoperative convalescence was appreciably re- 
duced. 


(3) Postoperative discomfort was noticeably re- 
duced. The odor and amount of vaginal discharge 
Were greatly decreased while the rate of healing 
seemed to be increased. 


(4) It is inferred that this new adjunct can be 
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included in the postoperative routine for gyne- 
cologic surgery without increasing the cost of hos- 
pital care in the average case. 
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DISCUSSION (Abstract) 


Dr. Frank R. Lock, Winston-Salem, N. C.—The problem 
of postoperative morbidity following gynecologic surgery 
is significant to each of us. The series of operative cases 
presented is not large enough to permit us to draw sweeping 
conclusions, but the evidence suggests value in the use of 
this prophylactic measure. 

The majority of patients with gynecologic pathology have 
chronic complaints. Operative treatment of gynecologic 
lesions is usually upon an elective basis. The time-honored 
methods used to reduce the incidence of postoperative mor- 
bidity must be followed if we are to obtain good results. 
Although chemotherapy and antibiotic therapy have reduced 
the incidence of serious postoperative infections, we must 
continue to observe carefully the general rules of good 
operative technic if infections are to be avoided. 

Local and general infections must be carefully eliminated 
in the preoperative preparation of the patient. 

A hematoma is an ideal site for an infection. Meticulous 
hemostasis should be a part of our gynecologic technic. 

A careful elimination of dead space in the tissues is a 
factor of major importance in preventing postoperative in- 
fections. Our application of sutures should be directed to- 
ward the elimination of dead space. In our experience the 
use of a vaginal pack for 24 to 36 hours following major 
vaginal reparative surgery is also valuable in preventing 
postoperative infections. 


Early ambulation has done much to reduce the average 
hospital stay following gynecologic surgery. It has also re- 
duced the incidence of urinary retention and postoperative 
ileus. 

The vaginal administration of penicillin seems to provide 
a painless and convenient method for use of this antibiotic. 
When its efficacy has been further established, the patient 
may be spared the discomfort and inconvenience occasioned 
by the usual methods of administration in many conditions. 


Dr. Harry A. Pearse, Detroit, Mich—Robert Pierce, of 
Cincinnati General Hospital, found the morbidity due to 
genital tract infection to be 2.3 per cent in cases receiving 
200,000 units of penicillin postpartum, as compared to 5.3 
per cent in a controlled group using the alternate case 
method. 


We have used cocoa butter suppositories containing 
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100,000 units of penicillin for nonspecific vaginitis in a 
group of 30 pregnant girls in our unmarried clinic. These 
girls are domiciled in our institution and, hence, can be con- 
stantly observed. Fifteen were cured, and 15 not markedly 
improved. We had a side effect of 5 patients who developed 
burning and allergic manifestations, forcing us to discontinue 
treatment. In a group of 10 private patients, who were not 
pregnant, there were no side effects. These women had a 
Trichomonas vaginitis. The suppositories were not effective 
unless supplemented by other treatment, confirming the 
conclusions of Schuomak and Hesseltine. 

The conclusions drawn, I feel, are sound and our post- 
operative treatment afforded another valuable adjunct. The 
general practitioner rarely makes a diagnosis now; he simply 
gives a shot of penicillin. It is foreseeable that women may 
obviate his visit in the future with a lozenge above and a 
suppository below; and we shall develop a_ penicillin 
resistant nation. 


Dr. Fletcher (closing).—I should like to emphasize what 
Dr. Lock said relative to the importance of maintaining 
vigilance in operative technic, and in preoperative and post- 
operative care, in order to safeguard these patients against 
morbidity. 

The suppositories are an adjunct that will be helpful, but 
it certainly would be better not to use them than to become 
careless because they are available. 





MEDICAL CARE IN MAJOR PEDIATRIC 
SURGERY* 


By J. Ropert Bowman, M.D. 
Johnson City, Tennessee 


Pediatric surgery has made rapid progress during 
the past decade. A few years ago the medical and 
surgical literature offered statements that infants 
and children withstand surgical procedures and anes- 
thesia poorly. Now there are textbooks and mono- 
graphs published on surgery of congenital defects of 
the heart, the great vessels, “Abdominal Surgery of 
Infancy and Childhood,” and the like! These diffi- 
cult operations have been made possible by advances 
in surgical technic and anesthesia, the introduction 
of chemotherapeutic and antibiotic agents, and im- 
provements in pre- and postoperative care. 


A large portion of the responsibility for the medi- 
cal care of pediatric surgical patients will of necessity 
fall into the hands of pediatricians and general prac- 
titioners with a special interest in the diseases of 
infants and children. Oftentimes these physicians 
have had little opportunity for experience in the 
medical care and management of surgical patients. 
Because of these facts, the following is presented as 
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a resume of some of the features and problems of 
pre- and postoperative care. 


PREOPERATIVE CARE 


In discussing preoperative care of a pediatric pa- 
tient it is possible to deal only in rather wide gen- 
eralizations. It is obvious that conditions may 
radically alter or modify any course proposed as 
a routine procedure. For example, in elective sur- 
gery all hazards are reduced to an absolute mini- 
mum, whereas in emergency surgery, the condition 
of the patient, the nature of his illness, the gravity 
of the proposed operation, the danger of delay, all 
must be weighed before the course of medical care 
is planned. 


Regardless of the illness the first step in pre- 
operative care is a thorough history and a complete 
physical examination along with the necessary lab- 
oratory studies so that an accurate appraisal of the 
patient is possible. With these facts at hand one 
is in a position to consider the following topics of 
preoperative preparation. 


(1) Blood, Plasma, and Albumin in the Treat- 
ment of Anemia, Hypoproteinemia, and Shock.— 
Fresh whole blood is indicated in the treatment of 
anemia whatever its cause if the preoperative period 
is brief. Anemia renders the patient liable to surgical 
complications such as shock and wound infections, 
and it retards wound healing and prolongs con- 
valescence. 


It is difficult to strain a normal heart; therefore 
in healthy infants and children suffering from acute 
blood loss large amounts of whole blood may be 
given rapidly. But one should remember that the 
total blood volume is approximately 40 cc. per pound 
of true body weight. In chronic anemia, toxemia, 
cachexia, an enfeebled infant or child, it is possible 
to overload the circulation by too rapid an injection 
or the transfusion of too great a volume of blood.’ 
While it is difficult to determine the optimal volume 
of transfusions, the simple rule of giving not more 
than 10 cc. of blood per pound of body weight plus 
good clinical judgment is as safe a method as has 
been devised in pediatrics.* Even smaller trans- 
fusions (5 cc. per pound or less) are indicated in 
the presence of pulmonary and circulatory embar- 
rassment of premature and debilitated infants. The 
blood may be administered by multiple small trans- 
fusions, or in some instances preferably by the slow 
intravenous drip method at intervals until a rela- 
tively normal blood picture is obtained. 


Carbonic anhydrase, the enzyme present in red 
cells which accelerates the respiratory exchange !s 
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known to be low in prematures and the newborn, 
and fresh blood transfusions may have a particular 
role in treating the acidosis and cyanosis of these 
infants.* 

Whole blood in accordance with the patient’s type 
and Rh must be provided in adequate amounts for 
the operation. There now is available a neutralizing 
substance, which when added to Type O blood may 
be given to any recipient regardless of his blood 
type. No infant or child should be subjected to a 
major operation before a cannula has been tied in 
place in a large vein, such as the saphenous vein at 
the ankle. To the former a suitable intravenous 
apparatus is attached through which glucose, saline, 
blood, and plasma may be given by gravity or 
forced by pumping if necessary in an emergency. 
It is much safer and easier to replace blood as it is 
lost than to attempt to catch up after shock super- 
venes. 

A low serum protein retards wound healing and 
should be corrected when possible by appropriate 
diet fortified with palatable mixtures of amino acids, 
and repeated infusions of plasma and amino acids. 

Plasma is especially indicated for the treatment 
of the hemoconcentration of burns, and for emer- 
gencies with shock due to loss of blood until the 
latter is available. It also is infused during the 
operative procedures for cyanotic heart disease when 
there is hemoconcentration. 


Occasionally albumin is indicated if that blood 
fraction is low, and particularly in small infants 
with “wet lungs” following thoracic surgery. 


(2) Treatment of Dehydration, Acidosis, Alkalo- 
sis, and Ketosis——The clinical appraisal and treat- 
ment of an infant or child with losses of water and 
electrolytes incident to dehydration is indeed a com- 
plicated therapeutic problem. The history and 
physical examination, along with good clinical judg- 
ment serve to indicate the degree and nature of 
dehydration and suggest the probability of acidosis 
or alkalosis. Laboratory studies, initial and serial, 
help to confirm and measure the latter, and to follow 
the progress of therapy.* 


The location in the alimentary tract from which 
the fluid loss occurs will determine the type of 
electrolyte depleted. Continual vomiting associated 
with pyloric obstruction, or prolonged gastric suc- 
tion, frequently results in an alkalosis because of 
the relatively large amount of chlorides in the gastric 
juice. On the other hand high intestinal obstruction 
will lower acid and base elements, whereas the 
copious flow from an ileostomy, or severe diarrhea 
with ulcerative colitis, will deplete base elements and 
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acidosis follows. Thus, the type of parenteral-fluid 
therapy depends upon the source of fluid loss. Nor- 
mal saline or sodium chloride solution is indicated 
when alkalosis complicates dehydration. In this 
connection it is well to remember the daily main- 
tenance allowance of sodium chloride for infants is 
only about 1 gram (125 cc. physiologic saline) and 
for children and adolescents 3 to 6 grams (350 cc. 
to 700 cc. physiologic saline) respectively. Add 
to the maintenance allowance the estimated sodium 
chloride loss determined clinically or in the labora- 
tory and the patient’s saline requirements likely will 
not be exceeded. 

In acidosis with severe dehydration isotonic 
sodium lactate (1/6 M R lactate) is given, or 
preferably a mixture of 1 part of sodium lactate to 
2 parts of physiologic saline. The latter is indicated 
especially in an acidotic, dehydrated patient whose 
renal function is impaired by the dehydration.‘ 
Lactate Ringer’s solution may be used in the latter 
circumstance and supplies added amounts of potas- 
sium, calcium and magnesium; and it is employed in 
either acidosis or alkalosis, especially in types of 
dehydration when the blood chemistry is not known. 
Ringer’s and Hartmann’s solutions’ supply addi- 
tional potassium, calcium, and magnesium and are 
infused particularly when large amounts of gastro- 
intestinal secretions have been lost. 


Since starvation and ketosis are associated with 
any of the foregoing conditions, glucose in appro- 
priate concentrations should be added to the solu- 
tions or continued in water when requirements for 
the electrolytes have been met. Five per cent glucose 
is given when dehydration is severe and infusion 
rapid, ten per cent glucose if the amount is small and 
the rate slow.‘ 


When parenteral-fluid therapy is continued over 
a period of days occasional fresh, whole blood trans- 
fusions, unless the hemoglobin level is elevated, help 
to sustain the blood and plasma volume and the 
electrolyte levels. 


The amount and rate of flow of parenteral fluids 
is important. A newborn infant with a low urinary 
output requires small amounts of fluid and elec- 
trolytes for maintenance.’ Age and illness with fluid 
loss add greatly to these requirements. Clinical evi- 
dence of dehydration becomes apparent when the 
fluid loss equals about six per cent of the body 
weight. A patient then should receive in twenty- 
four hours sufficient fluids for hydration plus his 
daily maintenance requirements. The average normal 
water requirement per pound of body weight per 
twenty-four hours is about 60 cc. during the first 
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two years, 45 cc. between 3 to 6 years, and 30 cc. 
thereafter to teen age. The fluid administration per 
pound of body weight during the first twenty-four 
hours then is about as is shown in Table 1.3567 

Tnitially, 10 cc. or more per pound of body weight 
may be given intravenously at a rapid rate; after- 
wards the flow is adjusted according to the response 
of the patient and to the estimated fluid schedule. 
At all times during parenteral fluid therapy, the 
patient must be observed carefully, a fluid chart 
should be kept and entries made at hourly intervals, 
noting the intake and output and character of the 
various fluids, the skin moisture, the evidence of 
edema and, if present, the signs and symptoms of 
cardiac embarrassment. 

(3) Sulfonamide, Antibiotic and Antitoxin Ther- 
apy.—The treatment of present and threatened in- 
fection and the prevention of wound infection have 
been revolutionized by the chemo-biotic agents. 
Most streptococcal infections respond readily to 
sulfadiazine, and typical osteomyelitis rarely is seen 
since the introduction of penicillin.? Peritonitis, 
primary or secondary, usually improves with the 
combined treatment of sulfadiazine and penicillin, 
and occasionally streptomycin. The latter clears 
certain gram-negative urinary tract infections that 
were problems in the past, and has proven efficacious 
in some forms of surgical tuberculosis. Aureomycin 
and choloramphenicol may be as helpful in certain 
types of atypical infections, some forms of cellulitis, 
peritonitis, and in instances when bacteria have be- 
come fast to the other therapeutic agents. 

As a prophylactic measure, patients are saturated 
with penicillin and sulfadiazine before major opera- 
tions, as cardiac, chest, abdominal, renal, and neuro- 
surgical procedures. When intestinal surgery is con- 
templated, sulfasuxidine and sulfathalidine given a 
few days preoperatively inhibit the growth of in- 
testinal flora and lessen peritoneal contamination 
and wound infection. 

A patient with a contaminated traumatic wound 
should have adequate protection against tetanus and 
gas gangrene infections. 


(4) Vitamin Therapy.—Vitamin deficiencies de- 








AVERAGE FLUID REQUIREMENTS PER POUND OF BODY 
WEIGHT DURING THE FIRST TWENTY-FOUR HOURS 
IN SEVERE DEHYDRATION 
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0-2 Years 3-6 Years 7-12 Years 
Given to hydrate 30 cc. 30 cc. 30 cc. 
Minimum to sustain hydration ...60 cc. 45 cc. 30 ec. 
Total per pound per 24 hours —.....90 cc. 75 cc. 60 cc. 
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velop in chronically ill children whose food intake 
has been inadequate. A thiamin deficiency may 
occur within a period of two weeks and since thiamin 
requirements are proportional to the carbohydrate 
intake,® !° 2 to 5 milligrams daily ought to be given 
along with the glucose infusions. Other factors of 
the vitamin B complex may be prescribed in chronic 
surgical ailments. Ascorbic acid in the amount of 
100 to 300 milligrams should be given daily, as 
vitamin C probably influences the healing of 
wounds.!! !2 These vitamins are unstable in alkaline 
solutions and should not be added to sodium bicar- 
bonate or sodium lactate solutions. Vitamin K is 
administered to all newborn infants, and older in- 
fants and children with liver disease, undergoing 
surgery. 

(5) Pediatric Anesthesia and Sedation.—Pediatric 
anesthesia has advanced along with pediatric surgery 
and operations with great risk are now attempted 
with considerably more confidence of survival of the 
patient.!3 1415 Some of the technics are as follows: 

(a) Inhalation technic is the favored and practical 
anesthesia in children. 

Open drop ether is still the safest anesthetic and 
has wide application. It is begun usually with 
vinethene or ethyl chloride. The former may pro- 
duce convulsions unless the patient is heavily se- 
dated with a barbiturate, and the latter rarely causes 
cardiac arrest and should be used cautiously, if at 
all. 

Other inhalation agents and technics used in 
adults are applicable to infants and children. Nitrous 
oxide, cyclopropane,'> and ethylene disturb metab- 
olism less than ether and are administered with a 
high concentration of oxygen. The latter agents are 
especially employed in extremely ill patients, and in 
cardiac and chest surgery. 

Endotracheal anesthesia often is indicated in op- 
erations about the head, mouth, or in the thorax. 

(b) Intravenous pentothal® sodium has a place 
in pediatric surgery. It is employed in short opera- 
tions and as an adjunct to some other technic. 
Curare is given intravenously to relax muscles to 
facilitate an operative procedure. These agents 
should not be used outside of hospitals, and means 
of artificial respiration, intubation, and stimulation 
should be at hand since overdosage depresses the 
respiratory center. 

(c) Rectal anesthesia is popular for children. It 
allows the patient to go to sleep in his own room 
and there is little if any psychic disturbance. The 
anesthetic agents used are avertin,® pentothal,® 
paraldehyde, ether-in-oil, and nembutal® or sec- 
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onal.® Disadvantages are that the dosage is hard to 
control, there is little pain-relieving power, and they 
must be combined with such agents as ether, cyclo- 
propane, or nitrous oxide. 

(d) Local anesthesia alone, or combined with 
nitrous oxide or cyclopropane, is an excellent agent 
in the critically ill patient with appendicitis or the 
markedly debilitated infant with pyloric stenosis, 
the patient with a severe upper respiratory infection, 
or one who has eaten recently. Spinal anesthesia 
has been used occasionally. 


All patients should receive pre-anesthetic medica- 
tion an hour before the operation. Atropine insures 
a dry, clear bronchial tree and allows for a smooth 
anesthesia. In addition, it inhibits certain vagal 
reflexes and may be a factor in preventing cardiac 
arrest, and therefore is especially indicated in heavy 
dosage in cardiac and thoracic surgery.!'* 

A child’s hospital course ought to be as pleasant 
as possible so that unfortunate psychic disturbances 
may not follow. Pain should be relieved and fears 
allayed by proper medication. Morphine may be 
used in infancy or childhood with safety for the 
relief of pain or as a pre-anesthetic medication.!® 

Nembutal® is especially satisfactory as a pre- 
anesthetic medication, for if given in adequate 
dosage the child has no recollection of the anesthetic 
and wakes usually without nausea. Pantopon,® 
codeine, and aspirin are useful for pain with good 
results in selected patients. Sodium phenobarbital, 
subcutaneously, usually controls pain and induces 
sleep in prematures, the newborn, and in debilitated 
infants (Table 2). 

(6) Surgical problems will be encountered in 
appendicitis with peritonitis and paralytic ileus; 
intestinal obstructions; the surgical diabetic; hemo- 
philia and surgery; heart disease and surgery. 


A critically ill child with perforation of the ap- 
pendix, generalized peritonitis, paralytic ileus, and 
extreme toxemia ceases to be a surgical emergency 
and in fact is an emergency medical problem. He 
should be quieted, if restless, with morphine or ap- 
propriate sedation; he should be given parenteral 
fluids, plasma and blood transfusions as indicated, 
and also be saturated with sulfadiazine, penicillin, 
and possibly streptomycin; and decompression of 
his distended abdomen should be started. The latter 
possibly may be accomplished by gastric suction 
and high-concentration (90 to 95 per cent) oxygen 
therapy.!? The patient is followed for hours, even 
a day or longer if necessary, until the toxemia abates 
as revealed by a brighter appearance, a slower pulse 
tate and lowered temperature, before surgery is 
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attempted. In general if one treats these patients 
medically until the temperature subsides to about 
101° F. (38.4° C.) and the pulse stabilizes at about 
130 or lower per minute, the chances of ether con- 
vulsions and operative fatalities will be materially 
lessened. In fact the mortality in childhood from 
peritonitis due to appendicitis should approach 
zero.!8 

The course of treatment in intestinal obstruction 
varies with the condition of the patient, the duration 
of symptoms, and the pathology. A congenital ob- 
struction of the newborn, a diaphragmatic hernia, 
an intussusception in a healthy infant, or an obstruc- 
tion that is strangulating in nature, if diagnosed 
early before the body has been disturbed physiolog- 
ically and biochemically, should be operated upon 
as soon as possible.'!? On the other hand when an 
obstruction is seen later, after the patient’s condition 
has deteriorated, several hours of parenteral-fluid 
therapy, a transfusion, intestinal decompression by 
intubation and oxygen therapy may be life saving, 
and facilitate the operative procedure. Simple ad- 
hesive obstructions in which no strangulating mech- 
anism is present as indicated by a normal tempera- 
ture, pulse, white blood count, and a non-tender 
mass, are especially amendable to treatment by con- 








PEDIATRIC DOSAGE OF MORPHINE, CODEINE, NEMBUTAL,® 

PHENOBARBITAL, SODIUM PHENOBARBITAL, AND ATRO- 

PINE. THESE DOSAGES ARE MERELY APPROXIMATE AND 

IN ALL CASES SHOULD BE CHECKED BY COMPUTING THE 

DOSE ON THE CHILD’S WEIGHT AS COMPARED TO THE 

ADULT DOSE FIGURED ON THE BASIS OF A 150 POUND 
ADULT. 





Morphine Codeine 

Apoth. Metric Apoth. Metric 

Age Dose Dose Dose Dose 
Less 1 Yr. grs. 1/96-1/60 0.66-1.1 mg. grs. 1/8 8.0 mgs. 
l- 2 Yrs. grs. 1/48 1.35 mg. grs. 1/8 8.0 mgs. 
2- 4 Yrs. grs. 1/32 2.0 mgs. grs. 1/4 16.0 mgs. 
4- 6 Yrs. grs. 1/24 2.7 mgs. grs. 1/4 16.0 mgs. 
6- 8 Yrs. grs. 1/16 4.0 mgs. grs. 1/2 32.0 mgs. 
8-10 Yrs. grs. 1/12 5.4 mgs. grs. 3/4 50.0 mgs. 
10-12 Yrs. grs. 1/8 8.0 mgs. gars. 1 65.0 mgs 





Nembutal,® Phenobarbital, 








Sodium Phenobarbital Atropine 

Apoth. Metric Apoth. Metric 

Age Dose Dose Dose Dose 
Less 1 Yr. grs. 1/8-1/2 8-32.0 mgs. grs. 1/750 0.09 mg. 
1- 2 Yrs. grs. 3/4 50.0 mgs. grs. 1/500 0.13 img. 
2- 4 Yrs. grs. 1 65.0 mgs. grs. 1/350 0.186 mg. 
4- 6 Yrs. grs. 1-1/2 0.1 gm. grs. 1/300 0.22 mg. 
6- 8 Yrs. grs. 2 0.13 gm. grs. 1/250 0.26 mg. 
8-10 Yrs. grs. 2-1/2 0.16 gm. grs. 1/200 0.32 mg. 
10-12 Yrs. grs. 3 0.20 gm. grs. 1/200 0.32 mg. 

Table 2 
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servative decompression in that partial evacuation 
of the bowel often will permit spontaneous re- 
establishment of intestinal continuity. It is obliga- 
tory that progressive decompression be shown by 
serial x-ray films of the abdomen within twenty- 
four to thirty-six hours, or operation is indicated.!9 
A Miller-Abbott tube can be passed into the in- 
testine of a child of four years or younger. 


Diabetes in itself constitutes no contraindication 
to any type of operative procedure, providing the 
patient is free from acidosis or dehydration and is 
fairly well stabilized at the time. Since chronic in- 
fections, as diseased tonsils, impose an added meta- 
bolic handicap, more on the diabetic child than the 
normal child, it is advisable to correct these condi- 
tions early. With the following routine of manage- 
ment, altered to suit any special conditions imposed 
by the operation, the patient may be expected to 
withstand the operative procedure as well as the 
nondiabetic. 


On the night preceding the operation the patient 
is given a liquid diet and the usual dose of insulin. 
The morning of the operation a similar procedure is 
followed, except the liquid diet and insulin are given 
about four hours preoperatively. A barbiturate such 
as nembutal® is given for sedation in preference to 
an opiate, as vomiting is less likely to occur; how- 
ever, morphine may be used. About an hour or two 
after the operation, the child receives his regular 
dose of insulin, but no food; the insulin counteracts 
the hyperglycemic reaction of the anesthesia. Some 
two hours later, when the patient has fully reacted, 
the evening meal is begun, at first in teaspoon 
amounts of liquid at frequent intervals, gradually 
increasing the portions until by the regular evening 
mealtime, the full allowance has been ingested. Then 
the evening insulin is given. The day following the 
operation the usual regimen of diabetic management 
may be resumed with such modifications as are 
dictated by the nature of the operation. Should the 
latter necessitate gastric intubation and suction, par- 
enteral fluid therapy with insulin to cover the meta- 
bolic needs would be indicated, until alimentation 
could be resumed as described. Postoperative com- 
plications should be no greater than in the non- 
diabetic child.?° 


Hemophilia is a definite contraindication to sur- 
gery except in emergencies, accidents, and certain 
elective minor procedures, as dental extractions, with 
minimal risk which will enhance the individual’s 
well-being. In children fresh whole blood is indi- 
cated preoperatively, and at intervals according to 
the clotting time, until the danger of hemorrhage 
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has passed. It is probably well to keep the clotting 
time below twenty minutes; and the maximal effect 
of fresh whole blood on the clotting time begins 
about fifteen minutes after administration, lasting 
in some degree for twenty-four hours and longer. 
Fresh plasma and globulin fractions have been used 
with success. 

Patients suffering with heart disease may require 
preoperative digitalization. A heart weakened by 
chronic rheumatic disease or the strain of a con- 
genital defect may fail under the added stress of 
an operation, unless it is fortified with digitalis. 
Attacks of cyanosis and paroxysmal dyspnea occur- 
ring in infants and children with tetralogy of Fallot 
are best treated by placing the child in the knee- 
chest position. If this does not relieve morphine 
is given. The latter is almost specific for the relief 
of paroxysmal dyspnea.?! Cerebral thromboses are 
common in cyanotic heart disease with polycythemia 
and should be treated with oxygen, venesection, and 
replacement of blood by plasma, 5 per cent glucose 
or saline. Heparin may be of great value in the 
prevention of residual cerebral thromboses. Ade- 
quate hydration during the pre- and postoperative 
periods diminishes the incidence of thromboses.”! 


PREOPERATIVE ORDERS AND FINAL PREPARATION 
OF THE PATIENT 


On the evening before the operation, the meal 
ought to be light, and the lower bowel should be 
evacuated with a soapsuds enema. Intestinal de- 
compression by gastric suction and high concentra- 
tion oxygen therapy is initiated when distention 
would hinder the operative procedure or interfere 
with closure of the incision, as in an older infant 
with a diaphragmatic hernia, intestinal surgery, and 
in transabdominal operations involving the urinary 
tract, blood vessels, or nervous system. Older chil- 
dren should be sedated to allay fear and insure 
sleep. No food or fluid is allowed four hours before 
surgery; however, young infants and children may 
be given an “ether breakfast” of glucose water, 
orange juice, and a few crackers four to six hours 
preoperatively to prevent hunger and ketosis. Pre- 
anesthetic medication is given an hour before an- 
esthesia is induced, and children who are apt to be 
emotionally perturbed may receive their sedation 
earlier in staggered dosage. The cannula for the 
constant intravenous drip may be tied in place under 
local anesthesia if the patient is well sedated; this 
procedure should be done under anesthesia when 
apprehension is marked. In lower abdominal surgery 
a distended bladder is a hindrance and should be 
emptied when the patient is anesthetized. 
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POSTOPERATIVE CARE 


In general the problem of postoperative care is 
largely a continuation of the preoperative regimen 
and should have as its objectives: (1) The comfort 
and safety of the patient. (2) The maintenance of 
fluid, electrolyte, blood, protein, vitamin, and cal- 
oric levels within reasonable body requirements until 
oral feeding can be resumed. (3) The prevention 
or reduction of distention of the gastro-intestinal 
tract. (4) To combat present or threatened infection 
with chemo- and antibiotic therapy.?? 


When the patient is returned from the operating 
room he should be under the care of trained per- 
sonnel and must never be unattended while uncon- 
scious. His position should favor normal, unob- 
structed breathing; and the pulse, respirations, blood 
pressure, and temperature ought to be recorded at 
frequent intervals until he is conscious and well 
stabilized. If laryngitis or laryngeal obstruction fol- 
lows endotracheal anesthesia, steam or aerosol mist 
inhalations are started and the chest is inspected for 
retractions. Frequent changing of position, and re- 
breathing with carbon dioxide-oxygen mixture in- 
sures deep respirations, and tend to prevent plugging 
of the bronchial tree and atelectasis. Pain is relieved 
by appropriate sedation and the latter is given as 
needed for comfort and rest rather than by a sched- 
ule. At intervals the wound dressing is inspected for 
bleeding. When the patient is unable to void the 
bladder should be emptied before distention is 
marked and uncomfortable. 


Parenteral fluid therapy as outlined under pre- 
operative care is continued when indicated. The 
fluid requirements after many uncomplicated opera- 
tions are satisfied with a single intravenous infusion 
or a few rectal instillations. Blood, plasma, and 
amino acids are given to maintain normal hemo- 
globin, red cell, and serum protein levels. 


Since parenteral fluid therapy is directed largely 
toward extracellular needs, nourishment in the form 
of beef broth, bouillon, diluted milk, and palatable 
mixtures of the amino acids is indicated as soon as 
nausea has subsided and the nature of the operation 
will permit. Thereafter the diet and vitamins are 
increased as tolerated. 


After an abdominal operation, the patient should 
have an inlying gastric tube that when attached to 
a suitable suction apparatus will keep the stomach 
decompressed and empty, obviating the necessity for 
vomiting. Distention due to paralytic ileus, peritoni- 
tis, or after intestinal obstruction may require high- 
concentration oxygen therapy and intestinal intuba- 
tion. The latter, or gastric suction, is discontinued 
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when decompression is complete, when the aspirated 
fluid is clear and negligible in amount, after nausea 
has subsided and intestinal sounds are audible, and 
flatus and stools are passed, and especially when 
after trials of clamping the tube clear fluids are 
tolerated without nausea or distress. Occasionally 
in peritonitis it is necessary to leave a duodenal tube 
in place for days or a week or more, alternating 
suction and oral intake of clear fluids before the 
normal motility and propulsive power of the in- 
testines have become fully re-established.'* Paralytic 
ileus occasioned by renal surgery or orthopedic pro- 
cedures about the hips or pelvis responds excep- 
tionally well to decompression by suction and 
prostigmine subcutaneously along with the insertion 
of rectal tubes, and in fact may largely be prevented 
by including these measures in the routine post- 
operative orders after such procedures. 


The management of infections, present and threat- 
ened, is similar to that outlined for the preoperative 
period. 


Early ambulation is practiced in older children 
and the younger ambulate themselves unless re- 
strained. 


SUMMARY 


Infants and children who receive adequate pre- 
and postoperative medical care, and are operated 
upon with due respect for young tender tissues, 
tolerate major surgery amazingly well. Some of the 
features and problems of their pre- and postoperative 
care have been reviewed and presented. 
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DISCUSSION (Abstract) 

Dr. Katharine Dodd, Cincinnati, O—In the period of 
nearly thirty years during which I have been doing pedi- 
atrics, four great advances have helped us more than any- 
thing else in our ability to care for and cure the very ill 
child. One is, of course, chemo- and antibiotic therapy; 
the second is an understanding of the fluid and electrolyte 
needs of children; the third is the development of better 
anesthesia; and the fourth, which is largely possible because 
of the other three, is greatly improved surgery of infancy 
and childhood. 

If surgery is to be successful in childhood, the pediatrician 
must be able to recognize the conditions requiring surgery. 
He must be alert to recognize the infant with congenital 
malformations such as tracheoesophageal fistula, intestinal 
obstruction, congenital malformations of the gastro-intestinal 
tract, volvulus, reduplication of the gut, congenital mal- 
formations of the urinary tract, and the operable forms of 
congenital heart disease; and also the acquired conditions, 
such as tumors, intussusception, acute appendicitis, thrombo- 
cytopenic purpura, and so forth. He must also know how 
to prepare his patients for operation and to care for them 
during the postoperative course, or to advise the surgeon in 
these matters. 

The pediatrician’s part will be largely in the field of 
nutritional and fluid therapy. Anemia should, of course, 
always be corrected before operation and the patient put in 
the best nutritional shape that time will permit. Except in 
the greatest emergency, the patient should always be well 
hydrated before operation and kept well hydrated after 
operation. I should like to stress that it is proper hydration 
we are aiming at far more than a correction of acidosis or 
alkalosis, for the child who is properly hydrated and has 
good kidneys will almost always be able to correct his own 
acidosis or alkalosis. 

The child who vomits, has diarrhea, has fever, is restless 
or cries a great deal, constantly becomes more dehydrated. 
His intake of fluid is usually small and his outgo far greater 
than that of an adult. He not only loses fluid by routes 
where we can see it, as in vomitus and in diarrheal stools, 
but also loses much insensible water through his lungs; for 
every bit of air which he breathes out must be saturated 
with water at body temperature. 


The case of an infant who developed diarrhea and fever 
while on our wards illustrates how rapidly a child can lose 
fluid and how great his insensible water loss may be. 

C. M., an eight-months-old infant, weighed 19 pounds. 
While he was being observed on the ward he suddenly 
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developed diarrhea and fever. In order that his fluid loss 
might be evaluated he was put on a metabolism frame and 
his intake and output of stools and urine accurately meas- 
ured. At intervals he was weighed so that by a process of 
simple arithmetic his insensible water loss could be cal- 
culated. For the first four and a half hours formula feeding 
was continued. During this period the child lost 9.5 ounces, 
although he ingested 8 ounces of milk. He lost 8.2 ounces 
in the feces, 8.2 ounces as insensible water and passed less 
than 1 ounce of urine. He was then taken off all feedings 
and an intravenous drip started. During the next 24 hours 
he gained 6 ounces. His intake by vein was 41 ounces, he 
passed 2 ounces of urine, lost 18 ounces in the stools and 
18 ounces of insensible water. In the next 24 hours the 
fever decreased and the diarrhea slackened. The child gained 
18 ounces in weight, received 68 ounces of fluid in the vein, 
passed 30 ounces of urine, lost only 3 ounces in the stools 
and 16 ounces of insensible water. In the third 24 hours 
he lost 0.66 ounce of weight, received 10 ounces by mouth, 
20 ounces of fluid by intravenous drip, passed 22 ounces 
of urine, had no stools, and lost only 8 ounces of insensible 
water. We calculated that had it been possible for him to 
have continued to lose fluids at the rate observed during the 
first four and a half hours of his illness, he would have 
lost 3 pounds or nearly a sixth of his body weight in spite 
of an oral intake of more than a quart of formula. Half of 
his fluid loss would have been by way of the stools and 
half by insensible water loss by way of the lungs. 


We do not ordinarily operate upon children with severe 
diarrhea like this, but we do operate upon children who 
have fever and are losing a great deal of fluid. We must 
first, as Dr. Bowman said, take a good history to determine 
the route of fluid loss, and judge whether water has been 
lost alone, or water with electrolytes. We must also examine 
the child well to see how dehydrated he is. 


It will help greatly to have some blood chemical analyses, 
if possible. The tests we have found most useful are those 
for the nonprotein nitrogen, chloride, and carbon dioxide 
content of the serum. The nonprotein nitrogen will tell you 
whether sufficient water is being brought by the blood 
stream to the kidneys for the excretion of waste products. 
Many dehydrated children who have good kidneys may 
have serum nonprotein nitrogen of a hundred mg. per 
100 cc. or more. The chlorides will tell you if the child 
has lost more water than electrolyte or the other way 
around. If the chlorides are high, the child is in need of 
water; if they are low, he is in need of water with salt, 
but one must always remember that any blood chemical 
test tells only the concentration of substances in the blood 
stream at the moment. If the child is markedly dehydrated 
and the blood volume small, he may have a high blood 
chloride and yet his body actually be depleted of chloride. 
Here is where your clinical judgment, based upon what you 
have deduced from history and observation comes in. The 
carbon dioxide combining power will usually tell you 
whether the child is acidotic or alkalotic. 

If the child has either diarrhea or vomiting, he will have 
lost large amounts of chlorides and will need large amounts 
of saline fluid for replacement. If he has only overbreathed 
and lost much water from his lungs, he will need large 
amounts of glucose in water. If he continues to vomit, or 
has a continuous Wangensteen suction, he will need to have 
the chloride he is constantly losing replaced daily. If he 
is not vomiting, he will need, as Dr. Bowman said, a daily 
maintenance amount of chloride. We use for maintenance 
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only 50 cc. of normal saline in a small infant; 100 cc. in 
the larger infant; 200 to 300 in the older child; and from 
60 to 90 cc. of glucose in water per pound of body weight, 
to supply his water needs, or more if he has fever. The 
glucose will supply him with some calories, but if he is 
unable to take food for some time, he must also get plasma, 
serum albumen, or a protein hydrolysate to keep him 
nourished while he cannot eat. 

Initial blood chemical studies are useful, but repeat tests 
are also necessary to tell you what you are doing, also 
repeated observation of the patient. If you give too much 
salt and water, and too little glucose and water, the child 
will become edematous. He cannot put out all the salt you 
give, he will have insufficient water for his kidneys, and 
his nonprotein nitrogen will stay high. If you give too little 
salt, his body cannot retain the water you give, as the body 
fluids all must contain salts in the right amount. The child 
will remain dehydrated, will retain bicarbonate, become 
drowsy and alkalotic, and may have convulsions. 

A word of warning as to small infants: newborn infants 
lose little salt and water, even with vomiting and diarrhea, 
and have little tolerance for salt and water. Their main- 
tenance requirements are of the order of 25 cc. of saline 
daily. The total intake of fluid should not exceed 300 cc. 
daily unless a condition involving considerable increase of 
water loss is present. Likewise, children with pneumonia 
or intracranial disease tolerate large amounts of salt and 
water poorly, so that parenteral fluids should always be 
given them with caution. 


Dr. James G. Hughes, Memphis, Tenn. —In major surgery 
in infancy and in childhood, two things must constantly 
be taken into consideration: (1) the surgical condition for 
which the operation is done; and (2) the extent to which 
the disease and the resulting operation will alter the child’s 
physiology. 

Success in major surgery depends as much upon 
portive care as upon technical skill at operation. 

Dr. Bowman has wisely emphasized this important con- 
cept of looking at the patient as a sick person and not as 
a sick organ. In view of the greater ease with which an 
infant’s condition is tipped off balance by disease processes, 
the question of proper supportive care for the smallest 
pediatric patients becomes increasingly important. Either 
the surgeon must be pediatrically minded, or a pediatrician 
or general practitioner should work in close liaison with 
the surgeon to assure proper medical support. Much of the 
difficulty that small infants undergo in regard to major 
surgery is this lack of teamwork between the surgeon, who 
may not be cognizant of the particular electrolytic needs 
of the small infant, and the pediatrician who is not there 
to advise him. 

Except in real emergencies where to delay might cause 
disaster, no operation should be performed upon a child 
Who is in shock, has marked dehydration, severe anemia, or 
serious acidosis or alkalosis. If time permits (and usually 
it does), a carefully planned and quickly executed program 
for putting the child in proper condition for operation 
should be carried out. 

While the administration of parenteral fluids to small 
infants is not too difficult for one accustomed to working 
With babies, the problems of entering small veins may 
tempt those not trained in the technic to go ahead with 
operation without proper preparation. 


The introduction of hyaluronidase into pediatric practice 


sup- 


ALVIS: ACUTE AND CHRONIC UVEITIS 


727 


will probably make parenteral fluid therapy far easier. 
By the injection of a solution of this enzyme into the clysis 
area, fluids may be absorbed quite rapidly, and larger 
amounts than were formerly possible can be given con- 
veniently under the skin. Problems of sensitivity to hy- 
aluronidase, as well as other factors, need to be worked 
out by greater experience, but this enzyme may play a 
large part in encouraging more widespread use of parenteral 
fluids where necessary. 

Extreme care must be exercised in regulating the speed 
of drips given to small infants. Sooner or later, everyone 
sees a child hydrated too much by the clamp’s coming 
loose, and the total amount of fluid becoming too large. 

I should like to emphasize Dr. Bowman’s insistence that 
no child be subjected to extensive surgical procedures unless 
a cannula has been placed in an ankle vein, or some other 
technic for assuring an intravenous route has been carried 
out. The use of polyethylene tubing inserted in the ankle 
vein has been growing in popularity since it is a more con- 
venient technic, and the tubing usually stays open longer 
than does a metal cannula, which has much more tendency 
to stop up. 

Bone marrow infusions ought to be reserved as a last 
measure. I know that these can be safely given, and there 
has been a series of several hundred bone marrow infusions 
without trouble following, but I have seen cases of osteo- 
myelitis following bone marrow infusion. 

While chemical tests of the blood are helpful in many 
surgical conditions, they are particularly useful when in- 
testinal obstruction is present. 

In proportion to body size, a child loses relatively much 
greater amounts of fluids than does an adult, when suction 
tubes are employed. Estimation of blood chloride level at 
intervals is of great value in telling whether more saline or 
less saline is required. If facilities for blood chloride deter- 
minations are not available, a simple qualitative test for 
chlorides in the urine will help tell whether chloride deple- 
tion is extensive or not. When a strongly positive test for 
chlorides in the urine is present, there is little likelihood 
that the blood chloride level is markedly reduced. 

In addition to simple bedside observation of dehydration, 
determinations of the hematocrit can be of great service in 
detecting more moderate degrees of dehydration. 

I should like to close my remarks by emphasizing the 
need to help the child make the proper emotional adjust- 
ments, to the end that hospitalization may be made as 
humane as possible, and that we take care of the spirit as 
well as the flesh. 





THE TREATMENT OF ACUTE AND 
CHRONIC UVEITIS* 


By Bennett Y. Atvis, M.D. 
St. Louis, Missouri 


The treatment of uveitis, acute or chronic, pro- 
ceeds along two lines. One lies in the direction of 





*Read in Section on Ophthalmology and Otolaryngology, Southern 
Medical Association, Forty-Third Annual Meeting, Auspices Campbell- 
Kenton County Medical Society of Northern Kentucky, held in Cin- 
cinnati, November 14-17, 1949. 
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finding and eliminating the underlying cause. The 
other is directed toward alleviating the inflammation 
itself, preventing damage to the ocular structures 
and halting the disease process. 


If one can find the underlying cause of the uveitis 
and eliminate it generally the inflammation will sub- 
side and the eye will recover promptly. So with the 
assistance of our medical consultants we set out to 
look for one or more of the general or focal diseases 
that may cause uveitis. It is not our purpose to 
discuss at length the etiology of uveitis but it should 
be emphasized that the ophthalmologist should in- 
dicate to the internist the conditions that might be 
causative and which therefore he should seek. 

One should look for evidences of active inflamma- 
tion in the body in the temperature curve, the blood 
count, the sedimentation rate, the basal metabolism, 
agglutination tests for brucellosis, gonorrhea, and 
so on. 


General diseases such as tuberculosis, lues, and 
rheumatic fever should be thought of as well as all 
possible focal infections. 


Virus infections and allergic reactions also may 
play a part in uveitis and offer difficult problems 
both in the identification of the cause as well as in 
the treatment. 


Too many times even our best efforts will fail 
to disclose the etiologic factors and we must try 
some therapeutic measures aimed at unidentified 
disease processes. At times with our modern anti- 
biotic and chemical agents we achieve brilliant and 
unaccountable success. 

The case of Mr. J. S., age 60, is recalled. He had an 
acutely painful eve with pericorneal redness, keratic pre- 
cipitates, aqueous flare, synechiae: a definite acute uveitis 
complicated by increased intraocular pressure. 

A meticulous search by one of our most persistent and 
ingenious internists revealed no cause of his trouble. Vigor- 
ous local and general therapy produced moderate relief from 
pain and reduced the activity of the process for a month. 
Exacerbation of all phases of the inflammation with extreme 
pain brought him back and again he was hospitalized. On 
this occasion he was given rather large doses of penicillin 
directed against no identified organism or focus. The pain 
subsided promptly and after a comparatively short time the 
eye became quiet, with normal tension and fair vision. 

It seems rational when confronted with persistent 
ocular inflammation for which no underlying disease 
process can be found, to administer adequate dosages 
of the various antibiotic agents in the hope of clear- 
ing up some undetected focal or general disease 
process. 


The newer drugs such as chloramphenicol and 


aureomycin that may affect favorably some virus 
or other obscure agent should not be forgotten. 
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When the nature of the underlying disease can 
be determined the treatment problem is greatly sim- 
plified but by no means is it always solved. 


Tuberculous uveitis is now generally believed to 
be due to sensitivity to tuberculoprotein. The ob- 
jective then is to desensitize the tissues by the use 
of a long series of graduated subreactional doses of 
tuberculin at the same time attempting to build up 
the patient’s general condition by hygienic living and 
the administration of streptomycin if indicated for 
the clearing of the tuberculous focus. Fever therapy 
in all forms is contraindicated. 

Uveitis due to specific diseases, gonorrhea and 
syphilis is treated along stereotyped lines now well 
established. Gonorrheal conditions usually yield 
dramatically to the use of penicillin, and sulfadiazine 
augmented by fever therapy if the condition is 
severe. 


Syphilitic ocular disease unfortunately does not 
respond with the same high degree of success. Mas- 
sive doses of penicillin are first administered along 
with fever therapy followed by the heavy metals in 
the late phases. 

Brucellosis of the eye may be extremely difficult 
to control. In the acute stage we have had some 
brilliant results in a few cases treated in the Ketter- 
ing hypertherm. 

This case is illustrative. A fifty-year-old woman known 
to have chronic brucellosis suffered an acute and painful 
attack of iritis. She was hospitalized and the eye treated 
vigorously with atropin and local heat. At the same time 
fever was induced by intravenous injections of typhoid 
vaccine. After four days, she had had two such bouts of 
fever, the pain was unrelieved and the pupil was only 
partially dilated. On the sixth day, four hours of hyper- 
pyrexia in the cabinet resulted in complete relief of pain, 
a well-dilated pupil and much less redness of the eye. 


The general aching and malaise were markedly improved. 
After a second session in the hypertherm the eye was quiet 
and the patient left the hospital. 


Chronic uveitis due to brucellosis does not yield 
dramatically to any treatment. A long course of 
treatment with Foshay’s vaccine as recommended 
by the late Dr. John Green along with courses of 
chloramphenicol or aureomycin offer hope of relief. 
In one such case fever therapy seemed to give tem- 
porary relief. Later a prolonged course of vaccine 
led to a quiet eye. 

Treatment directed against the local inflammatory 
process and to prevent damage to the ocular tissues 
should be instituted without delay in every case of 
active uveitis. The more violent and acute the 
process the more urgent the need for prompt action. 


In anterior uveitis, including iritis and cyclitis 








ist 1950 


se can 
y sim- 


ved to 
he ob- 
he use 
oses of 
iild up 
ng and 
ted for 
herapy 


ea and 
yw well 

yield 
diazine 
tion is 


oes not 
. Mas- 
d along 
etals in 


lifficult 
d some 
Ketter- 


n known 
1 painful 
e treated 
ime time 
typhoid 
bouts of 
vas only 
yf hyper- 
of pain, 
ye. 
mproved. 
was quiet 


ot yield 
purse of 
ymended 
urses of 
of relief. 
ive tem- 
vaccine 


nmatory 
r tissues 

case of 
ute the 
t action. 


cyclitis 





Vol. 43 No. 8 


the need for early and effective dilation of the pupil 
to prevent formation of adhesions is well known. 
Adequate measures to secure this dilation are, how- 
ever, not always instituted or pursued. To atropin 
in 1 or 2 per cent solution dropped into the con- 
junctival sac every hour should be added drops of 
10 per cent neosynephrine® at the same intervals. 


Local heat by fomentation or by infra red radia- 
tion is an important adjuvant. Atropin alkaloid 
1 per cent with cocaine 4 per cent in castor oil may 
prove more effective than aqueous solutions. Failing 
dilation by these measures, atropinization by ionto- 
phoresis or by subconjunctival injection offers a 
somewhat more effective means. 


The theory of the process of inflammation in the 
tissues formulated by Richter rationalizes some of 
the general therapeutic measures known to be effec- 
tive and is worth mentioning here. As a result of the 
noxious action whether it be toxin of organisms, 
poisons or allergens or deranged nerve impulses, 
there occurs a stasis of the circulating blood in the 
affected tissue. There is impaired oxygenation 
(anoxia) and delay in removing waste products. 
Exudation into the tissues follows, first of fluids, 
then fibrinous substances, then cellular elements 
producing the recognized picture of swelling, con- 
gestion and exudation. 


To combat this process an attempt is made to 
restore the circulation in the tissues by dilating the 
constricted arterioles so that the accelerated flow of 
blood may bring to the affected tissues a greater 
supply of oxygen, of nutrient and repair elements 
and of antibodies to combat infection. At the same 
time toxic matter and waste products are carried 
more effectively away. 


For this purpose Duggan recommended the use 
of vasodilating drugs such as sodium nitrite intra- 
venously. Erythrol tetranitrate, and nicotinic acid 
by mouth are also given and now we are learning of 
more effective vasodilators such as priscol,® di- 
benamine,® and others not as yet widely known. 


Local heat probably owes its beneficial effects to 
its ability to induce capillary and arteriolar dilation. 

The most effective therapeutic measure now avail- 
able in the treatment of the deeper inflammations 
such as uveitis is undoubtedly some form of fever 
therapy. Probably the most important action of this 
form of treatment is the acceleration of the volume 
flow of blood through the affected tissue. 

Mild foreign protein injections that produce no 
measurable rise in body temperature are of limited 
or questionable value in combating acute inflamma- 
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tions of the uveal tract. The more vigorous reaction 
of such agents as intravenous typhoid vaccine pro- 
duce prompt and positive beneficial results which 
in our experience are in direct proportion to the 
febrile reaction. The hypertherm with its more pro- 
longed and somewhat higher level of temperature 
elevation is still more effective. 


On our service we have had numerous cases that 
were controlled by hypertherm treatments where the 
typhoid injections had failed to give relief. It seems 
quite possible that the more sustained fever induced 
by typhoid vaccine given intravenously by the con- 
tinuous drip method might prove equally effective. 


ACUTE NONSPECIFIC UVEITIS 


A careful review of twenty-two cases of this type 
treated by hyperthermia led us to conclude that the 
most important therapeutic measures are those that 
lead to the eradication of the underlying cause of 
the condition. The marshalling of the defense reac- 
tions by hyperthermia is the most effective single 
procedure. Eighteen of the cases studied were con- 
sidered improved by fever therapy. 


Some other observations seem worth recording. 


First, there are some cases that are totally re- 
sistant to all forms of treatment and run their course 
till the fires finally burn themselves out. We had 
five of these. Two were so malignant that they 
ended in complete blindness with shrunken globes. 
Three retained a little vision. 


Second, some cases will show improvement under 
general therapy but fail of recovery until the under- 
lying focus is removed. There were four such cases 
in our series. 

Two of these were due to abscessed teeth. These 
showed definite improvement but not recovery under 
hyperthermia. Each cleared quickly on removal of 
the affected teeth. 


Two others were due to constitutional disease. 
One due to brucellosis improved under fever therapy 
but ran a long chronic course finally becoming quiet 
under treatment with Foshay’s vaccine. The other 
improved slightly after fever, and suffered recurring 
attacks till given a long course of tuberculin. 


Third, there are some cases of moderately severe 
uveitis in which the etiologic factor escapes detection 
and is not removed by fever or other therapy. Six 
of these cases were studied by us which were mark- 
edly improved after fever but which had a tendency 
to recur. 


Fourth, in some cases of severe uveitis of un- 
determined origin the etiologic factor is apparently 
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amenable to hyperthermia. There were six cases of 
this kind in our series. The course of the disease 
changed so promptly after fever treatment that we 
felt justified in concluding that it not only changed 
the course of the inflammatory process favorably 
but also seemed to eradicate the causative factor. 


Many of our cases have been treated successfully 
by the use of intravenous typhoid vaccine. These 
were not included in the series of 22 cases just men- 
tioned. In this latter series were several cases that 
had been treated by both agents so that we were 
able to compare the effectiveness of the two agents 
at least in these. There were several cases in which 
typhoid therapy afforded limited or no relief while 
a striking improvement took place after hypertherm 
treatments. 


It is our conviction that the effects of fever 
therapy by typhoid vaccine intravenously, as well 
as other comparable substances and the effects of 
hyperpyrexia by physical means are similar in that 
all act by stimulating the body’s defense mechan- 
isms; that artificial fever is decidedly more effective 
in about the same proportion that the temperature 
plateau is higher and more sustained. 


CHRONIC UVEITIS 


Chronic nonspecific uveitis does not respond well 
to treatment. If the underlying cause can be dis- 
covered and eradicated recovery is more probable. 
The emphasis therefore is in the search for the causa- 
tive condition. Unfortunately this search is too 
often futile as it is in the related condition, rheu- 
matic disease. 


In summary the following routine is suggested for 
the management of acute anterior uveitis. 

(1) Begin local treatment at once by adequate 
measures for dilating the pupil and local applications 
of heat. 

(2) Promote vasodilation, in early and mild cases 
by vasodilating drugs and mild foreign proteins, and 
in more severe cases by intravenous typhoid vaccine 
in fever-producing doses. Hospitalize if possible. 
Treat in the hypertherm if not soon improved. 

(3) Institute a search for the etiologic factor and 
deal with this when found. Use antibiotics if the 
cause is not discovered. 

For acute choroiditis omit step 1 but carry out 
2 and 3. 

In the management of chronic uveitis the em- 
phasis is shifted somewhat. 


(1) Local treatment. Dilating the pupil may be 
omitted if no synechia formation is seen. 
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(2) Less vigorous vasodilation is in order by a 
prolonged course of mild foreign proteins and non- 
specific vaccines. 

(3) The search for the etiologic factor is empha- 
sized and treatment directed to its elimination by 
specific measures when the cause is known, by gen- 
eral constitutional measures if the cause is not found. 

(4) One should be on guard against overlooking 
complications, especially glaucoma and later cata- 
racts. Likewise the swollen lens may act as the 
irritant or toxin by which a subacute or chronic 
uveitis is maintained. 


CONCLUSION 


The treatment of uveitis can never be casual. 
When the diagnosis is made be prepared to attack 
the disease with all forces. 





DISCUSSION (Abstract) 


Dr. Edwin W. Burton, Charlottesville, Va.—The local and 
constitutional treatment of uveitis cannot be divorced from 
the causative factors, for the elimination or treatment of 
the cause must be of paramount importance in the final 
analysis. In looking over our records I find that in many 
cases of uveitis no clear etiologic focus can be demonstrated. 
In some of these cases a presumptive diagnosis according 
to etiology may or may not be correct. In searching for a 
cause one must not overlook the possibility of a non- 
specific prostatitis in the male, or a symptomless inflam- 
matory disease in the female genital tract. In edentulous 
patients a buried root or an area of osteitis in the alveolus 
may escape notice and lead to serious results if not properly 
treated. Also, the albumin-globulin ratio, and x-ray of the 
chest and long bones of the hand in suspected cases of 
sarcoid, tests for brucellosis and for toxoplasma, and other 
tests must be thoroughly considered in some cases. The 
value of vaccine is difficult to determine. Improvement 
may be due to the foreign protein effects of the vaccine, 
and not to its specific action. When no cause for the 
uveitis can be determined with certainty and when the 
disease becomes recalcitrant, sulfonamides or antibiotics may 
be given a trial, as Dr. Alvis suggests. 


In the local treatment of uveitis, particularly when the 
iris and ciliary body are inflamed, the prompt use of 
atropine is of decided advantage. The splinting effect on 
the pupil and the relaxation of the ciliary muscle are of 
inestimable value in preventing adhesions and shortening 
the course of the inflammation. The long ciliary arteries 
pass through the ciliary muscle, and according to Duke- 
Elders when the muscle is relaxed, it increases the blood 
supply to the anterior segment; and by the abolition of 
the pull of the insertion of the muscle on the choroid, it 
encourages congestion. In addition, dionin® in proper 
strength may be of signal service in acute cases. 


In the general treatment of uveitis the use of foreign 
proteins in suitable cases cannot be overestimated. They 
act to stimulate the healing process. With the hypertherm 
I have had little experience, but apparently the beneficial 
results from its use are accomplished in much the same 
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manner. Rest is essential in the acute cases. One is some- 
times struck, however, by the number of strong, healthy 
individuals with uveitis which smoulders intermittently for 
an indefinite period, regardless of the patient’s general 
condition. There are many problems associated with the 
treatment of uveitis about which we have no clear under- 
standing. 





THE EFFECTS OF AIR POLLUTION ON THE 
RESPIRATORY TRACT* 


By Evsyrne G. Git, M.D. 
Roanoke, Virginia 


Let me take you back a few months, to October 
30, 1948.! On that day a strange, silent plague 
descended upon the town of Donora, Pennsylvania. 
With the dawn came a mysterious visitant striking 
terror to the heart of every man, woman and child 
in that industrial town. According to press reports, 
more than twenty persons died and over four hun- 
dred became sufficiently ill to require medical 
attention. 


What was the cause of this terrifying phenome- 
non? To answer that question, let me describe to 
you the locale of the disaster. Donora is a town 
with a population of about 12,000, situated 25 miles 
southeast of Pittsburgh in the heavily industrialized 
area of the Monongahela River Valley. According 
to the press, a low-hanging, unusually dense smoke- 
fog spread over an eight-mile area about Donora, 
enveloping the town for a period of three days, from 
October 27 through October 30. 


It was on the third day that this mysterious 
plague struck. Its victims were mostly elderly per- 
sons and known sufferers from pulmonary or cardiac 
diseases. We know from press reports only the 
immediate and most severe casualties, but the entire 
town was affected. Physicians observed that the 
elderly and the already ill developed alarming symp- 
toms simulating pulmonary or cardiac asthma, forty 
of them eventually developing cardiopulmonary de- 
compensation with pulmonary edema and circulatory 
collapse. 

It took a disaster like this to focus our attention 
upon a problem peculiar to twentieth century man. 
Yet alarms had been raised before. We might have 
learned by the experience of others, for this was not 
the first such disaster. Eighteen years before, in the 
early part of December, 1930, a heavy fog lay for 


R *Read in Section on Ophthalmology and Otolaryngology, Southern 
qledical Association, Forty-Third Annual Meeting, Auspices Campbell- 
‘enton County Medical Society of Northern Kentucky, held in Cin- 
cimnati, November 14-17, 1949. 
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several days over a highly industrialized area in the 
valley of the Meuse River, in Belgium. Before it 
lifted, seventy persons had died, and several thou- 
sand had become violently ill. In two days, the 
death rate in the afflicted community was abruptly 
raised to 10.5 times the normal. 


Following the Belgian disaster, an expert com- 
mittee was appointed to investigate, composed of 
physicians, pathologists, chemists, and industrial hy- 
giene engineers. Their report presents a striking 
picture. Medically, it was found that the symptoms 
most commonly experienced included a painful irri- 
tation, often becoming acute retrosternal pain ex- 
tending along the anterior edge of the ribs, attacks 
of coughing, dyspneic respiration of a slow, expira- 
tory, paroxysmal nature like asthma. Patients were 
observed to have pale faces, rapid pulses, and laryn- 
geal irritation. Many had attacks of nausea, vomit- 
ing and watering of the eyes. Death generally oc- 
curred through cardiac failure, again mostly affect- 
ing the aged and the already ill. Autopsies showed 
a diffuse congestion of the tracheal mucosa and large 
bronchi. Fine black granulations, subsequently iden- 
tified as soot particles, were observed in the pul- 
monary alveoli. 


What the two disasters, the Belgian and the 
American, have in common is this: Each occurred 
in a heavily industrialized valley region. Each re- 
sulted from a peculiar combination of atmospheric 
conditions and industrial activity. The report on 
the Meuse disaster? says that in the period of the 
fog, due to high atmospheric pressure and absence 
of wind, smoke from the forest of factory and do- 
mestic chimneys dropped downward and mixed with 
the fog, laying a heavy blanket of smog over the 
region. The entire valley was thus transformed into 
a huge tunnel in which all the gaseous products of 
home heating and the residual industrial wastes were 
accumulated. We may surmise that a similar set of 
conditions prevailed in the Donora disaster. Yet 
these conditions are not peculiar alone to these in- 
dustrialized valleys. Suppose this had happened in 
one of our industrial cities. If you apply the rate 
of death in the Meuse Valley to the city of London, 
about 3,200 people would die in the course of two 
days, resulting without doubt in severe panic among 
the population, with far-reaching consequences. 


Smog was the enemy, in these two disasters, smog, 
the combination of fog resulting from natural at- 
mospheric conditions and the man-made products 
of industrial or domestic combustion. I am informed 
that the subject of atmospheric pollution has never 
yet been discussed before this society, nor has refer- 
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ence been made to it in any of the textbooks. Is 
it not striking and curious that we, concerned with 
that branch of medicine which deals with conditions 
of the respiratory tract, should never have concerned 
ourselves with the air we and our patients breathe, 
should never have considered together its possible 
effects upon health and the diseases which we in our 
medical practice attempt to heal? 


Public health authorities, and the medical pro- 
fession in general, are greatly concerned with the 
purity of the water we drink. Large amounts of 
public money are spent on water purification, much 
scientific effort and ingenuity go into safeguarding 
our water supply. Yet the average intake of water 
by a human being in a day is approximately one to 
two quarts; daily consumption of both food and 
water averages only five and one-half pounds. Con- 
trast this with the other significant intake from our 
physical environment, the air we breathe. Seven to 
ten thousand quarts of air a day enter the body of 
the average person, 25 to 35 pounds. Yet strangely 
little is known scientifically about the effects upon 
health of air, particularly of polluted air breathed 
in the course of ordinary everyday respiration. A 
search of the literature reveals much attention to 
the economic and esthetic consequences of atmos- 
pheric pollution, relatively little attention to the 
health consequences. 


I have called this a problem peculiar to twentieth 
century man. Of course it became a problem with 
the advent of the industrial revolution. But it is a 
problem of much serious consequence in our own 
time, for in this nation at least we are highly urban- 
ized, highly industrialized, a very large proportion 
of our people living concentrated in areas where they 
are exposed constantly to the waste combustion 
products of our factories and power installations, 
as well as those of our vast number of internal com- 
bustion engine vehicles. You need only fly over one 
of our industrial cities, see rising high over the city 
a black column which seems almost thick enough 
to slice as your plane approaches it through the clean 
air of the countryside, to realize that the people in 
that city live under a pall which shuts them off from 
much of the sun’s rays and which gives them only 
badly polluted air to breathe. 

Public interest in smoke abatement has a long 
history and is on the increase. A Public Health 
Bulletin issued by the U. S. Public Health Service 
in 1936 entitled “Atmospheric Pollution of American 
Cities for the Years 1931 to 1933” reports a detailed 
study of fourteen of our larger cities. This showed 
extremely serious air pollution in Baltimore, Boston, 
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Chicago, Pittsburgh, and St. Louis (please note that 
the list is alphabetical, not in order of quantity) ; 
less heavy but still serious pollution in Buffalo, 
Cleveland, New Orleans, New York and Philadel- 
phia; and a less serious problem in Detroit, Los 
Angeles, San Francisco and Washington. Many of 
our cities now have smoke-control legislation. One 
may cite St. Louis, Pittsburgh and Los Angeles, 
cities in which strong legislative efforts to eliminate 
smoke have demonstrated that the pollution of our 
atmosphere can be controlled. Other cities are con- 
sidering legislation. 

Air of our cities is polluted principally by smoke, 
defined as the mixture of flue gases and suspended 
particles of solid or liquid matter which is produced 
by incomplete combustion. Soot is the prime in- 
gredient, from coal burned in industrial operations, 
heating plants and domestic heating equipment; and 
soot is largely a mixture of varying proportions of 
carbon, tarry products of coal distillation, sulphur 
acids and ash. Air is also polluted by gases from 
coal fires, from the processes of our manufacturing 
plants, and from decay of organic matter; these 
gasses including sulphur dioxide, sulphur trioxide, 
hydrogen sulfide, ammonia, chlorine, nitrogen acids, 
carbon monoxide, carbon dioxide, and various spe- 
cial pollutants resulting from manufacturing. 


In the Meuse Valley disaster,? findings of the 
industrial chemists showed that the most abundant 
of the irritant gases discharged into the valley were 
the sulphur compounds, sulphuric and sulphurous 
acid and anhydrides. Sulphur dioxide was held to 
be the chief culprit in the disaster, and hydrofluoric 
acid which also polluted the atmosphere may have 
played a significant part. Causes of the Donora 
disaster have not yet been ascertained, but prelimi- 
nary studies point to the sulphur compounds, with 
the indication that sulphur dioxide produced from 
coal in the ore-smelting furnaces was, by the atmos- 
pheric conditions prevailing in this time of heavy 
fog, gradually transformed into the deadly gas 
sulphur trioxide. Other medical opinion implicated 
fluorine, found by Sadtler> in his analysis of the 
smog; and it has been suggested that the smog 
contained either zinc or cadmium in sufficient 
quantity to be toxic. 

These conclusions would appear to indicate that 
while smoke control is of the utmost importance, 
it is not enough to prevent the introduction into 
the atmosphere of visible contaminants but that in- 
visible poisonous fumes must also be prevented. 
The St. Louis program, while aimed at smoke con- 
trol, achieved significant control of sulphur fumes 
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through causing people to stop burning highly- 
volatile bituminous coal which contains a high per- 
centage of sulphur. 


Now let us consider the health consequences of 
atmospheric pollution. More than 200 years ago, 
Ramazzini* pointed out the harmful effects upon 
health of smoke pollution, but it was not until 1860 
that Traube proved that carbon particles breathed 
in are deposited in the lungs, pleurae and lymph 
nodes. While it is thought unlikely that there is a 
direct causal relationship between tuberculosis and 
smoke effects, it is true that in treatment of this 
disease we stress clear air and sunlight. In a study 
of the then extremely smoky city of Pittsburgh 
undertaken in 1914, it was shown that this city had 
the highest constant pneumonia death rate of any 
community in the world, and that the smokiest 
wards of the city had the highest pneumonia death 
rate. However, industrial hygiene considerations 
must be kept in mind when interpreting this fact, 
since these wards also are the habitations of steel- 
workers, in whom pneumonia is an occupational 
disease. Also in these smoke-filled wards of the city, 
the investigators found a striking prevalence of acute 
respiratory disease of many other kinds, children 


with running ears, chronic nasal catarrh, and the 
like. 


We know that it is common in city medical ex- 
perience to find our bronchitis patients dying in 
numbers during prolonged periods of winter fog, 
when the air is heavily polluted with smoke and its 
sulphur products. Studies in England (I cite Os- 
borns) have shown a direct causal relationship be- 
tween the amount of atmospheric pollution and the 
death rate from diseases of the respiratory tract. 
While roughly one-half of all deaths in England and 
Wales were due to respiratory diseases, according to 
Osborn, at the time of his study respiratory death 
tates in smoky Manchester were twice as high. For 
tural England the infant death rate for 1928 from 
pneumonia and bronchitis was 8.8, while for Man- 
chester it was 23.16. Taylor showed that the lungs 
of dwellers in the industrial cities are blackened both 
on the surface and in the depths, due to the deposit 
of carbon. The tarry matter and the less visible 
sulphurous compounds which are far more dangerous 
set up an irritation in the mucous lining of the 
trachea and bronchi. Chronic catarrh supervenes, 
the mucous lining becomes rough and thickened, the 
surrounding tissues lose their elasticity and become 
leathery in texture. These changes produce symp- 
toms of chronic bronchitis, symptoms resulting from 
persistent irritation. 
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Now let me call your attention to another still 
more alarming probable consequence of atmospheric 
pollution, cancer of the respiratory tract. Hueper,® 
Chief of the Environmental Cancer Section of the 
National Cancer Institute, U. S. Public Health Serv- 
ice, says that industrialization in recent decades has 
been accompanied by the occurrence of numerous 
and often new types of inflammatory and degenera- 
tive diseases of the respiratory organs, and the dis- 
covery of a number of new neoplastic disorders of 
these tissues, as well as a remarkable increase in the 
incidence of pulmonary cancers. Before 1900 malig- 
nant tumors of the respiratory system, especially of 
the bronchi and pulmonary parenchyma, belonged 
to the rarer types of cancer. There has been in the 
last 20 years a definite and striking increase of the 
incidence of pulmonary neoplasms, authenticated by 
Hueper, Wells, Simons, Weller, Hutchinson, Hruby 
and Sweeny. Autopsy records, which doubtless rep- 
resent the most reliable source of information and 
are obtained by competent pathologists in large well- 
controlled institutions, show this trend of increase 
in a convincing manner. It is Hueper’s opinion that 
there has been at least a tenfold increase since the 
turn of the century. 


Townsend, Chief of the Industrial Hygiene Divi- 
sion of the U. S. Public Health Service, declares that 
while no authenticated facts yet exist incriminating 
smoke pollution as the cause of respiratory neo- 
plasms, it is safe to assume that since smoke contains 
tars and tar is a carcinogen, there is some such 
relationship. This is borne out by the high rate of 
pulmonary cancers among workers in industrial 
processes where there is exposure to tar. Studies 
made in Germany and the United States show 18 
to 50 times the normal rate of lung cancer among 
workers in the chromate industry, and chromates are 
a not unusual atmospheric pollutant. It is Hueper’s 
belief that persons living in the immediate vicinity 
of chromate plants also must be affected in this way. 
Other factors in the atmospheric conditions sur- 
rounding certain industrial plants are held to be 
conducive to respiratory malignancy. It has now 
been definitely proved through laboratory study that 
cracked oils are very high in carcinogenic hazards, 
causing lung cancers as well as skin cancers. A new 
factor has entered the situation with the intensive 
development of radioactive processes. Evidence has 
come from Germany and Czechoslovakia that in 
radioactive mines 80 per cent of all deaths among 
the underground miners were caused by lung cancer. 
Other industrial processes in which tiny particles of 
noxious substances are emitted into the surrounding 
atmosphere are further implicated in the rapid in- 
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crease of malignant neoplasms in our population. It 
has been demonstrated that smaller particle size is 
much more deadly in causing cancer. Particles of 
the order of less than one micron are absorbed deep 
into the lungs. This process brings down sharply 
the latency period of the neoplasm. The period when 
the cancer lies dormant has been shown to drop 
from 15 to 5 years as a result of this factor. 


All this evidence can lead to but one conclusion: 
There must be research and there must be control. 
In the case of the Donora disaster, investigation is 
now being carried on by the U. S. Public Health 
Service, to determine exactly what happened and 
why. An Industrial Hygiene Division team consist- 
ing of physicians, nurses, engineers, statistician and 
veterinarian are at work in that area, finding out 
what materials go into its industrial processes and 
what comes out of the smokestacks, and the effects 
of these products upon people and animals. This 
study should provide a basis of factual information 
leading to scientific prevention of similar accidents, 
if the medical profession as well as the general public 
is sufficiently insistent that such prevention take 
place. Other studies are being made of the effects 
of specific atmospheric pollutants upon general 
health, upon the incidence of cancer of various 
types, and upon respiratory diseases. We must 
study, we must know the facts, and we must insist 
that the knowledge gained be put to use in protect- 
ing our population from unnecessary health hazards. 


SUMMARY AND CONCLUSIONS 


(1) An accident occurred at Donora, Pennsyl- 
vania, October 30, 1948, in which 20 persons died 
and hundreds were made ill, as a result of smog 
containing some toxic substances. This was similar 
to a disaster in the Meuse Valley of Belgium in 
1930, held upon investigation to be caused by com- 
bustion products in the atmosphere. 


(2) Smoke control legislation is necessary in the 
public interest. Many of our cities have such legisla- 
tion, but enforcement must be intensified and where 
necessary better legislation must be adopted leading 
to control of the toxic invisible as well as the obvious 
products of combustion, from factories, domestic 
heating plants, and railroads. 


(3) Authorities declare that adequate environ- 
ment control measures are possible, both as relates 
to industrial and domestic combustion products. 


(4) Serious effects upon respiratory health have 
been demonstrated by numerous scientific studies of 
atmospheric pollution. The cause-effect relationship 
between abnormally high death rates from pneu- 
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monia and smoke-polluted air is unquestionable. 
Inflammatory diseases of the respiratory tract in 
general may result from chronic irritation by air 
pollutants. 


(5) Cancer of the lungs, the larynx and other 
parts of the respiratory system may be caused by 
atmospheric pollution. There has been a tremendous 
increase in the incidence of such malignancy since 
the turn of the century, with the heavy industrializa- 
tion of many countries including our own. 


(6) It is a public duty of our branch of the 
medical profession, as well as the profession as a 
whole, to become more informed about the hazards 
to health of atmospheric pollution, and to insist that 
the proper public action be taken. 
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DISCUSSION (Abstract) 


Dr. Clarence Mills, Cincinnati, O.—This is a subject in 
which I have been deeply interested for the past 9 years. 
In 1940 St. Louis put into force her now-classical anti- 
smoke ordinance. Our efforts to draw up a similar one for 
Cincinnati in 1940, however, were countered by intense 
opposition from the well-financed coal and railroad lobbies. 
Our City Council majority at that time was also opposed 
to any such legislation, so I decided to try putting the whole 
matter on a health basis which would ensure adequate sup- 
port from the whole population. 

My Cincinnati and Pittsburgh surveys of 1940 showed 
in no uncertain terms the high price in respiratory diseases 
and deaths being paid by people living in the polluted 
districts of these two cities, and really opened up for the 
time the important health aspects of air pollution. Minor 
references to this phase of the air pollution problem had 
been made in Germany (1906) and Pittsburgh (1912) but 
without effective continuity of effort. Onset of the war 
in 1941 and the prospects of a coal shortage forced abandon- 
ment of our efforts in Cincinnati, but in 1946 the fight for 
clean air was resumed and our respiratory disease survey 
extended to Chicago, Detroit, Nashville, Atlanta and Bir- 
mingham. The findings so roused Cincinnati people that 
an antagonistic City Council majority was forced to enact 
the St. Louis ordinance (except for part of its railroad 
clause). 

Our Cincinnati ordinance went into effect in April of 
1947 and has brought great improvement. Publicity pressure 
on the railroads soon led all but one of them to abandon 
steam switch engines in favor of the new Diesels. Today 
we have none of our former dense smogs. While our aif 
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is still far from clean, the improvement has been great and 
unquestionably worth while. Today I am building a house 
on the bluff directly above the downtown area and largest 
railroad yards, a step no one would have been willing to 
take until the possibility of attaining a reasonably clean 
atmosphere had been demonstrated. 


The Donora tragedy a year ago shocked the whole nation 
into a realization of the health hazards industrial air pollu- 
tion is bringing. This tragedy showed that the slow damage 
to air passages from breathing dirty air can suddenly be 
transformed into acute and deadly dangers when large 
amounts of industrial wastes are held for days as a poison 
smog blanket over urban populations. Today Los Angeles 
and many other cities are much concerned over the smog 
problem. 


The term “smog” was first used by a London physician 
in 1906, and by the Associated Press in this country to 
describe conditions in Indianapolis in 1926. Since then it 
has come into widespread usage to cover a growing pollu- 
tion problem. The overcasts over many of our cities are 
no longer sooty black, but are instead a dirty fly-ash gray. 
Our concern has shifted from tarry soot to the fumes and 
small particles which act as “condensation nuclei” in our 
present hazy smogs. Symposium after symposium is being 
staged across the country, seeking a solution for the growing 
smog problem. Unfortunately most of them have been 
staged by industrial physicians and industrial hygiene engi- 
neers whose previous interests had been centered around 
the health and safety of workers within industrial plants. 
Suddenly they were forced by the Donora disaster to con- 
sider the community aspects of industrial air pollution. So 
far, their only action on its community health aspects is 
to cry “There is no proof, there is no proof,’ making no 
effort to verify or disprove our published findings in this 
field. 

Twenty people died and six thousand were made ill in 
Donora’s poison smog of 1948, while 63 died and about 
4,000 were ill in the Belgian tragedy of 1930 under almost 
identical conditions. These acute illnesses and deaths pale 
into insignificance, however, when compared to the slower 
respiratory damage inflicted upon urban residents of our 
densely populated industrialized areas. If the respiratory 
disease death rates of Chicago’s cleaner suburbs could be 
brought to prevail also over her dirtier districts, there would 
be roughly 700 fewer deaths each year from these causes 
alone (pneumonia, tuberculosis and respiratory tract cancer). 


In clean country or suburban districts pneumonia and 
tuberculosis death rates differ little for males and females. 
High slum death rates for these diseases have usually been 
attributed to malnutrition, overcrowding and poor housing, 
but such explanations are no longer tenable. Such death 
rates increase 3 to 5 times faster for males than females on 
going from clean suburbs down into dirty industrial dis- 
tricts. This is difficult to explain on the basis of malnutri- 
tion, for women eat less wisely and less well than men as 
a rule. Nor could overcrowding or poor housing explain 
this marked sex difference. Finally the finding that respira- 
tory tract cancers in men increased along with pneumonia 
and tuberculosis pointed strongly to irritating air pollution 
as the most likely factor at work in the dirtier districts. 

Although men are out in the dirty air more than women, 
and on the average breathe 50 per cent more of it each day 
because of their greater activity and body size, these factors 
seem scarcely able to account for the 3- to 5-fold greater 
involvement of males in the dirty areas. We were inclined 
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to look elsewhere for some additional contributing factor 
in the male. This at once suggested tobacco smoking (in 
which the male indulges more heavily) as the other con- 
tributing element in the situation. This possibility is now 
being closely investigated. 

Dr. Gill mentioned the excessively high frequency of lung 
cancer among workers in the chromate industry as reported 
last year by Machle. However, men of similar age groups 
living in Chicago’s Loop district have almost as much lung 
cancer (per 10,000 exposure hours) as the chromate workers, 
and there are no chromate plants in this area. 

The Donora smog tragedy did indeed highlight the grow- 
ing national problem of air pollution. The U. S. Public 
Health Service, drawn forcibly into this field new to them, 
are amazed at its health implications as they blithely ignore 
our previous years of work along this very line. With their 
25-person team they verified our locally conducted survey 
results as to the numbers affected in the fatal October smog, 
the ages and districts hardest hit, and by direct stack gas 
analysis supported our accusations against the zinc and acid 
plants as major pollution offenders. They failed, however, 
to use their stack output data to calculate what air concen- 
trations of the various poisons might have been reached in 
the valley air under the stagnant “temperature inversion” 
smog conditions prevailing for 4 days at the time of the 
disaster. Had they done so they would have found (as I 
have, using their data) the concentrations many times 
higher than the maximum allowable for factory workers 
exposed only for an 8-hour work day. Nitric oxides, sulfur 
oxides, zinc and sulfuric acid mists were probably all far 
beyond safe levels at the time. If I were to point my finger 
at the most likely single killing agent it would be at the 
brownish-red oxides of nitrogen escaping freely from the 
acid plant stacks. 

The U. S. Public Health Service workers verbally claim 
that calculations of probable concentrations in the October 
smog are not justified, else everyone would have died of 
carbon monoxide poisoning from the enormous output of 
this deadly gas from the steel blast furnaces. There were 
no signs or symptoms of such poisoning, it is true, but the 
U.S.P.H.S. investigators failed to read carefully the wind 
data carried in the meteorological section of their own re- 
port. A slight southward air drift during the fatal period 
carried the carbon monoxide fumes away from the town 
(the blast furnaces are at its extreme southern edge) at the 
same time that the zinc plant fumes were being poured into 
the valley air at the town’s northern edge. 

In seeking an explanation for the excessive respiratory dis- 
ease death rates men show in the most polluted urban dis- 
tricts, we turned to a study of tobacco smoking. We first 
made a survey of smoking habits for all ages, sexes and 
colors in every census tract of Columbus, Ohio. From this 
survey we know that 30 per cent of women above 20 years 
of age smoke, while 76 per cent are smokers among men 
above this age. Men dying of respiratory tract cancers in 
Cincinnati and Detroit were abnormally addicted to smok- 
ing, especially in the use of cigars and pipe. Cincinnati pneu- 
monia victims were also more addicted to smoking than the 
appropriate Columbus controls. The same was found true 
of tuberculosis patients. It does seem true then that polluted 
air and tobacco smoke are similarly associated with the 
killing respiratory diseases. Especially severe results seem 
to arise when both types of irritant act together. 

Pursuing the tobacco smoking study on into the possible 
effects of absorbed nicotine, we found that coronary victims 
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of all ages in Cincinnati are abnormally addicted to smoking 
and that practically all below 41 years of age are heavy 
cigarette smokers. Over 93 per cent of male peptic ulcer 
victims below 50 years of age are cigarette smokers. Mothers 
who smoke during pregnancy and the puerperium are handi- 
capped in nursing their babies the normal time. There are 
also hints that smoking of mothers may lead to an increased 
incidence of malformations and hypertrophic pyloric stenosis 
in the offspring. The subject warrants and will receive 
thorough investigation. 





THE SPIRIT AND THE FLESH* 
A NEW CONCEPT IN PSYCHOSOMATIC MEDICINE 


By ALBERT J. SULLIVAN, M.D. 
New Orleans, Louisiana 
and 
FREDERICK C. REHFELDT, M.D. 
Fort Worth, Texas 


“For the flesh lusteth against the spirit and the spirit 
against the flesh: and these are contrary the one to the 
other: so that ye cannot do the things ye would.”—Galatians 
5:17. 


The boundaries of psychosomatic medicine have 
neither been explored nor defined. Research, both 
physiologic and psychologic, has definitely directed 
our attention to the curious interrelationship of dis- 
ease and emotional maladaptability. However, the 
substantial experimental disclosure of the pathologic 
physiology of the syndromes of faulty adaptation is 
more convincing than the psychotherapy that has 
been prescribed as a cure. Psychotherapy, in the 
hands of a trained psychiatrist, is expensive, not 
readily available, and at best, too often a failure. 
Psychiatry has captivated the interest of the public 
and has promised a new solution to the mysterious 
and painful tensions of life, but has not yet fulfilled 
its promise. This should not be interpreted as an 
attack on psychiatry; admittedly it is new, pro- 
gressive and intelligent, but the fact remains that 
there are not enough psychiatrists. The practicing 
physician is daily confronted with more and more 
problems, which he, and his patient, recognize as 
emotional in origin. Since psychiatry has yet to 
provide a method and the personnel to dispense 
psychotherapy to all who need it, the physician 
untrained in psychiatry has somehow to meet the 
need. 


We have gradually come by an attitude which, as 
it evolved, became the basis for a psychotherapeutic 


*Read in Section on Gastroenterology, Southern Medical Association, 
Forty-Third Annual Meeting, Auspices Campbell-Kenton County 
Medical Society of Northern Kentucky, held in Cincinnati, November 
14-17, 1949 
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approach. It is not based on the use of uncovering 
technics, is adaptable to any cultural level, requires 
no special knowledge on the part of the patient, and 
is the essence of simplicity. In brief, this concept is 
that the psychosomatic disorders may be considered 
as perverted manifestations of primary instinctual 
biologic drives. Since these perversions have been 
recognized for centuries as vices, we need only return 
to the language of religion for a framework on which 
a psychotherapeutic program may be erected. 


The laws of life have long been observed and 
recorded. The great truths of the world as ex- 
pressed in the Bible and in the Arts are the reflec- 
tions of the wise, who from the experiences of the 
human race have learned the cost of overindulgence 
and transgression. In the words of a prominent 
churchman,! 


“. .. as no truth is exactly the same for any two minds, 
so is truth modified to suit the changing environment in 
which the race lives, now emerging with diviner power and 
significance, and now obscured by the passions or heed- 
lessness of the age.” 


No matter what the book of man’s experience may 
be titled, its contents help define the boundaries of 
his pathway through life, but no single volume con- 
tains all knowledge. As Fromm? recently wrote: 


“The aim of any thinking human being is to arrive at 
the whole truth, to understand the totality of phenomena 
which puzzle him. He has only one short life and thus 
wants to have a vision of the truth about the world in this 
short span of time. But he could only understand this 
totality if his life span were identical with that of the 
human race.” 


Thus, we have turned to the humanities to 
broaden our concepts of the psychosomatic affections 
and their treatment. 


Modern man is trying to find God in himself. 
Science, with its great powers, has promised man 
independence from God. Our present world is seem- 
ingly eager to accept science as a way to salvation; 
but science is not a religion, not even medical 
science. Yet it is toward medicine that the sick 
and failing ego turns. We do not wish to argue that 
this should, or should not be, but we must recognize 
that it has become a measurable trend. It would 
seem that science, having unwittingly unfrocked the 
priest, has, as unwittingly, ordained the physician. 


Since the physician is bound to heal, psycho- 
therapeutic medicine is one of the greatest challenges 
to the medical profession today. The physician can- 
not play God, but he can recognize Him; he may 
not embody all the accumulated wisdom of the ages, 
but he can acknowledge it. 
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One of Freud’s contemporaries, Jung’, recognized 
the importance of providing a philosophic outlook 
for his patients when he wrote: 


“Among all my patients in the second half of life, that 
is to say, over 35—there has not been one whose problem 
in the last resort was not that of finding a religious outlook 
on life. It is safe to say that everyone of them fell ill 
because he had lost that which the living religions of every 
age have given to their followers, and none of them has 
been really healed who did not regain his religious outlook.” 


We occasionally should recall what Havelock 
Ellis* once wrote: 

“If at some period in the course of civilization we seriously 
find that our science and our religion are antagonistic, then 


there must be something wrong with our science or with 
our religion.” 


At least all will admit with Roberts® that: 


“The terms ‘neurosis’ and ‘sin’ often refer to the same 
set of facts.” 


It is our intention to show that in psychosomatic 
medicine sin or neurosis may accompany disease. 
Was this not better expressed many years ago as 


“The wages of sin is death?” 


It has long been recognized that man is an am- 
bivalent mixture suspended in a state half way be- 
tween that of angel and devil, aspiring to the former 
but dragged by baser instincts toward the latter, 
or in the words of Pope: 


“Chaos of thought and passion, all confused; 
Still by himself abused or disabused ; 

Created half to rise and half to fall; 

Great lord of all things, yet a prey to all; 
Sole judge of truth, in endless error hurled; 
The glory, jest and riddle of the world.” 


The strongest instinctual drives in man are those 
of self-preservation (survival), self-perpetuation 
(procreation) and_ self-extension (domination). 
These fundamental needs have been recognized for 
centuries as good for the individual and the human 
race when indulged in moderation but potentially 
evil when abused. Most religions have taught that 
overindulgence in any one of these biologic needs 
is sinful and have labelled them as the major sins 
of Pride, Lust and Avarice (Table 1). Recogniz- 
ing man’s tendency to indulge in excesses of love of 
self, person and possessions, religions have offered 
methods of denial or avoiding these extremes. By 
prayer, fasting and alms (partial denials) man can 
maintain himself in a state of contentment, emo- 
tional stability or religious grace. Certain holy 
people, in dedicating themselves to a strict religious 
life, have gladly adopted methods of completely 
denying these biologic needs by taking vows of 
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Obedience, Chastity and Poverty. Art has long 
pictured these fundamental drives in terms of the 
Devil, the Flesh and the World and in fact medical 
science has recognized that they are frequently mani- 
fested in terms of the Psyche, Soma and Environ- 
ment. 


Current psychiatric teachings have shown that 
neurotic behavior is the end result of the influence 
of many inter-reacting factors. Perhaps Freud’s 
greatest contribution to modern psychiatric thought 
is his idea that neurosis in the adult does not sud- 
denly appear out of nowhere but has its seed in the 
inherited constitution and its soil in childhood train- 
ing, parent-child interrelationships and other en- 
vironmental factors. His insistence on the his- 
torical development of a neurosis, as Johnson® 
pointed out, was anticipated by Wordsworth in the 
phrase: 


“The child is father of the man.” 


In psychiatric thought certain character patterns 
are spoken of as defenses. The three most common 
neurotic patterns are those of dependence, with- 
drawal and aggression. Faced with a threatening 
environment the individual may react by becoming 
overcompliant and dependent, by withdrawing from 
the situation or by rebelling against it. 


The dependent personality remains passive, selfish 
and clinging, expecting others to supply love and 
protection. Because these people are overdemand- 
ing, they secretly hate the ones on whom they de- 
pend. Resenting the humiliation of their position, 
they invite rejection. Dissatisfied and failing to 
achieve their goals, they almost demand their own 
destruction and may try unconsciously to accomplish 
it through illness, psychosis or even suicide; methods 
which are frequently employed to punish those who 
have failed to provide them with sufficient love, as 











A B Cc 
Primary Self- Self- Self-Extension 
Instinctual Preservation Perpetuation 
Needs 





Over-indulgence leads to perversion (sin) 














Love of Self Person Possessions 
Vice Pride Lust Avarice 
Denials 

Partial Prayer Fasting Alms 
Complete 

(Vow) Obedience Chastity Poverty 
Art labels it The Devil The Flesh The World 
Science sees it : 
manifested in Psyche Soma Environment . 








Table 1 
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exemplified in the expression, ““You’ll be sorry when 
I am gone.” 


The detached personality through rebuffs has 
learned to distrust love and withdraws within him- 
self. He finds close emotional association with others 
a painful experience. He acquires meticulous habits. 
He becomes a potential hermit, hair shirt and all. 
He is intolerant of his own weakness and may punish 
himself ruthlessly by fasting, dieting, purging and 
other flagellations of the flesh. 


The aggressive personality is almost the opposite 
of the dependent one. Craving superiority, he de- 
termines to acquire prestige, possessions and power 
over others. Usually serious, ambitious and intoler- 
ant of weakness in others, he drives himself inces- 
santly to achieve the means to defend himself against 
the hostility he has aroused in others. Often admired 
in our materialistic culture for his accomplishments, 
he can scarcely distinguish his earning power from 
his yearning power. Pervaded by a sense of anxiety 
and tension, he is explosive and when thwarted may 
reveal a violent temper. An extreme example of this 
type of personality is the compulsive neurotic; 
work, power, prestige become an obsession. Of such 
material are tycoons and dictators made. 


All the foregoing is readily applicable to three 
common disorders of the digestive tract: chronic 
ulcerative colitis, mucous colitis and peptic ulcer. 
It can immediately be seen that these three dis- 
eases fall naturally into columns A, B and C in 
Tables 1 and 2. Column A, of course, characterizes 
most patients with chronic ulcerative colitis. Column 
B demonstrates the patient with typical mucous 
colitis and column C obviously typifies most pa- 
tients with peptic ulcer. Whether a psychosomatic 
disorder is the result of overindulgence in a basic 
biologic need, as in peptic ulcer; whether it is a 
manifestation of defeat and failure (a perversion of 
the instinct), as in ulcerative colitis; or whether it 
is a logical but neurotic pattern of defense, as in 
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whom he desires and lies in domination 
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mucous colitis, discussion seems 


relevant. 


the preceding 


A brief sketch of the personality types associated 
with these three gastro-intestinal disorders might 
help to demonstrate the correlation between these 
disorders and the vices which help to produce them. 
Patients with ulcerative colitis have a high incidence 
of psychotic trends in their family background;’ it 
has been our observation that psychoses develop in 
a higher percentage of patients with ulcerative colitis 
than in all other gastro-intestinal diseases combined. 
These patients have usually had an unhappy child- 
hood often with a domineering, abusive, aggressive 
father and a possessive, overprotective mother.’® 
Early in life they learn to avoid trouble by being 
submissive and becoming dependent, usually upon 
the mother.’ * In other words, at an early age they 
learn to put up a false front to face the world. This 
dependency is carried into adulthood and rarely are 
these patients completely emancipated from parental 
ties until the death of the protective parent.’ * They 
usually avoid marriage as long as possible and rarely 
make successful marriages.’ Often of an immature 
physical development they almost invariably are 
emotionally immature.?!° They try to appear in- 
tellectually brilliant but are usually only of average 
intelligence. They are meticulous’ !! and egotis- 
tical. Extremely sensitive, they are inclined to brood 
over imagined insults. They frequently manifest 
hysterical trends. They have little drive and live a 
passive rather than an active life.’ They have little 
initiative and are reluctant to accept any responsi- 
bility (even the ordinary daily responsibilities of 
adult life). They are cautious and as Stewart® has 
described them “subservient but subversive.” Groen’ 
has shown that ulcerative colitis appears and usually 
recurs at times when the patient’s “false front” has 
been exposed by some member of his intimate circle 
of family or friends. 


Patients with mucous colitis* are more often 
women than men (ratio of 5:1). Because of the 
recurrent attacks of abdominal pain, these patients 
are prone to organic diagnosis. Many of them have 
had operations for chronic appendicitis or chole- 
cystitis, and in the case of the women, one or more 
pelvic operations, in a search for relief. Although 
the course of the disease is chronic and there are 





*In regard to this syndrome™ we wish to make it clear that we are 
not referring to cases of simple constipation (irritable colon) but rather 
the type of gastro-intestinal symptoms referred to by Da Costa'® a 
“‘membraneous enteritis.”? In all cases there is at some time constipa 
tion or diarrhea accompanied by abdominal pain. The abdominal pain 
usually is colicky or cramping and in the classical case of longstanding 
there is generally a history of the passage of excessive mucus with the 
ee or the passage of long strings of mucus or mucous casts 0! the 
owel. 
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frequent severe exacerbations, most of the patients 
do not suffer from any significant degree of mal- 
nourishment, wasting or anemia. They usually have 
a number of associated neurotic symptoms, par- 
ticularly cancerphobia. Whereas chronic ulcerative 
colitis may appear within twenty-four to forty-eight 
hours after a severe emotional crisis in the life of 
the patient, the full blown picture of mucous colitis 
may take months or even years to develop. Patients 
with mucous colitis are usually overprecise, con- 
scientious perfectionists.'* They exhibit a great deal 
of indecision and depression.!? They have feelings 
of guilt based on resentment!> toward parents or 
parent-substitutes. In the male, resentment is di- 
rected against parents and other authoritarian figures 
whereas in the female guilt is usually the result of 
some real or fancied sexual indiscretion.'? Suicidal 
thoughts are common but suicide is rather unusual.!? 
Hysterical trends, commonly manifested in patients 
with chronic ulcerative colitis, are rare in those with 
mucous Colitis. 

In contradistinction to the patients with ulcerative 
colitis’ the patients with peptic ulcert have a tre- 
mendous amount of drive and ambition. They seem 
to be born with an inordinate craving to be success- 
ful," to accomplish things, and in our present-day 
civilization in America this means accumulation of 
the symbols of success; that is, property and posi- 
tion. This characteristic is seen to an outstanding 
degree in 72 per cent of patients with peptic ulcer.'® 
These hard working people assume more than their 
share of the world’s work. They often hold several 
positions or are involved in a half dozen different 
businesses and in addition may accept social, civic 
or religious responsibilities.'‘° They become so in- 
volved with their numerous activities that they fail 
to take time enough for rest and recreation. They 
are habitually overextended in their activities and 
when adversity strikes them (in the way of added 
responsibilities or cares), they are easily drawn into 
anxiety and tension because of their inability to find 
any reserve of time or energy to expend on new 
problems.!6 

Remissions and exacerbations are characteristic of 
all three diseases. Exacerbations in ulcerative colitis 
are often brought about by episodes of humiliation 
and defeat? and bloody diarrhea may return in 
twenty-four hours. In mucous colitis, situations 
which cause an exacerbation of guilt feeling will 
produce a renewed bout of abdominal colic and 
mucous stools within a few weeks of the emotional 
storm: in peptic ulcer an exacerbation, even in- 


_. 


iSex distribution is approximately 9 males to 1 female. 


SULLIVAN AND REHFELDT: THE SPIRIT AND THE FLESH 


739 


volving a perforation or hemorrhage, may occur 
from five to seven days after some added environ- 
mental stress or strain. 

No physician with training in the humanities and 
experience with these three diseases can fail to rec- 
ognize that, in general, patients with peptic ulcer 
are almost the exact opposites of patients with ul- 
cerative colitis.’ They differ in family background, 
nearly all personality traits, way of experiencing life 
situations and of handling their illness. Is it too 
much to expect that their major vices would differ? 
The patients with mucous colitis have still a third 
type of personality, of reaction to problems and of 
moral deviation. How can the physician understand, 
treat or give an adequate prognosis on a psycho- 
somatic disorder unless he has at least a general 
idea of the emotional stresses and strains which com- 
bined to bring on the disease or may in the future 
cause recurrences? Fortunately for the simplicity 
of our thesis it is permissible to deal in terms of one 
vice per disease, for as Bret Harte has noted, ‘One 
big vice in a man is apt to keep out a great many 
smaller ones.” 


With the personality patterns of these gastro- 
intestinal disorders in mind these three diseases may 
be tabulated in terms of our therapeutic approach 
(Table 3). Again columns A, B and C in this table 


correspond to the respective columns in Tables 1 
and 2. 


Psychiatry has provided the dynamic basis for 
delineation of these three personalities. If it is con- 
ceded that these three personalities represent per- 
versions of primary instinctual needs, a therapeutic 
approach suggests itself, that is, that the therapist 
must direct the patient toward proper utilization of 
instinct, by denial of overindulgence and by develop- 
ment of deficient virtues. 


Psychotherapy is intensely personal. Each ther- 
apist has acquired individual skills which he alone 




















A B c 
Disease Chronic ulcera- Mucous Peptic 
tive colitis Colitis Ulcer 
Face Humiliation Guilt Frustration 
and Defeat 
Fall into Vanity Remorse Covetousness 
Maxim Pride goeth Confession is Man’s life does 








before a fall good for the not consist in the 
soul abundance of his 
Possessions 
Needed Virtue Charity Hope Faith 
Reference I Corinthians John 8:11 Matthew 
13, 1-7 6:25-27 
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can employ. Of course, there are fundamental rules, 
but technic is variable. Moreover, the therapist al- 
ways modifies his approach according to the per- 
sonality of his patient. Therefore, the more re- 
sourceful and flexible the therapist, the more in- 
dividualized his therapy can become. 


We were unsuccessful in finding a practical, short 
term method of treatment until we recognized that 
we should refuse to allow the patient to accept the 
physician as God (Father) but rather we must insist 
upon directing the transference to One who truly 
can be considered omnipotent. This provides a more 
flexible method, which is more credible and com- 
prehensible to the patient, and more adaptable to 
various cultural levels. Most of all it prevents fixa- 
tion or dependency upon the physician. “Thou shalt 
have no false Gods before thee” can well be applied 
to this situation. We have not seen a single patient 
who has completely evaded the doctrine of sin, 
suffering and salvation or has not been at least par- 
tially conscious of its dynamic role in his life. On 
the other hand, we have many patients who are 
unable to comprehend the idioms of psychiatry. 
This does not discredit psychiatry, but it does con- 
fine it. One can be cognizant of the psychodynamic 
mechanisms involved in a psychosomatic disorder, 
but still feel a need to make them more intelligible 
to the patient. We further believe that a physician 
without psychiatric orientation may find this con- 
cept useful. However, we freely admit that this is 
our opinion and we do not know that all others 
would find it useful. 


In labeling a vice as a disease the physician helps 
the patient to deny his sin and to perpetuate it. 
Thus, he must assume partial responsibility for the 
chronicity of the disease. As pointed out in a recent 
editorial : 7 


“A patient should not be so impressed with the importance 
of the disease that he lives for it alone—otherwise the 
therapeutic measures, while they may prolong his life, will 
destroy his soul.” 


If our therapy is to be permanently successful, a 
true cure, it cannot be based only on pills and diets 
but in addition the burden of self-denial must be 
placed where it belongs, and this is on the shoulders 
of the patient. The physician with a kindly, sympa- 
thetic but clear exposition of the patient’s particular 
vice can tactfully indicate the need for the develop- 
ment of his atrophied antithetic virtue. When ad- 
visable he must urge the necessity for a spiritual 
consultant as freely as he would another medical or 
psychiatric consultant. 


It is in the treatment of mucous colitis that these 
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formulations have been most helpful to us. They 
have provided a clearer understanding of the remote 
precipitating circumstances, usually a sin of the 
flesh, and the manner in which it leads to withdrawal 
and eventually to indecision and despair (itself a 
sin to the Christian) in these perfectionistic per- 
sonalities. To be reasonably certain of the pre- 
cipitating cause of the disease enables one to offer 
the patient an opportunity to talk about an incident 
which she may have been unable to discuss for years 
and helps her to learn that “confession is good for 
the soul.” Oliver Goldsmith expressed the thera- 
peutic problem clearly when he wrote: 


“When lovely woman stoops to folly 
And finds too late that men betray 
What charm can soothe her melancholy 
What art can wash her guilt away?” 


It is in these cases that the active aid of a spiritual 
advisor is most to be recommended and even urged. 
For who can better offer to these despairing and 
depressed souls the hope implied in the philosophy 
of Jesus who said to the woman taken in adultery, 
“Neither will I condemn Thee.” 


Since peptic ulcer is by far the commonest of the 
disorders we have discussed, it is by far the best 
understood in terms of the humanities even by the 
layman. One need only pick up a magazine or news- 
paper to learn that “ulcers” are the price one pays 
for success in the political, business or professional 
world. There is scarcely a practitioner who, to one 
of these restless, driving, overextended patients, has 
not given the equivalent of the Biblical advice of 
“Go into the desert and rest a while,” and been 
delighted to see a man who could scarcely tolerate 
milk and cream able twenty-four hours later to 
digest burned bacon and beans. At times when these 
patients seem overwhelmed by the multiplicity of 
their responsibilities and become a prey to their own 
anxieties, there is no better act of faith than that 
ably written down by Matthew: 


“Therefore, I say to you do not be anxious for your life, 
what you shall eat; nor yet for your body, what you shall 
put on. Is not the life a greater thing than the food, the 
body than the clothing? Look at the birds of the air; they 
do not sow or reap or gather into barns, yet your heavenly 
Father feeds them. Are you not of much more value than 
they? But which of you by being anxious about it can 
add to his stature a single cubit?” 


The severest ulcers do not necessarily develop in 
the most avaricious* nor is the severity of an ulcer 





*According to constitution, personality, childhood training and & 
periences, and certain factors unique to each organ, a vice may 
manifested in the gastro-intestinal, cardiovascular or other 
system.1¢ 
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the measure of a man’s sinfulness. It is well to recall 
that to be a sin an untoward act must be serious, 
conscious and wilful. The patient with peptic ulcer 
may thereby qualify under either line of Pope’s 
couplet: 

“Get place and wealth, if possible, with grace; 

If not, by any means get wealth and place.” 

For patients with ulcerative colitis we have sup- 
plemented the usual medical treatment with frequent 
visits of encouragement and kind words of a nature 
designed to make the patient feel especially impor- 
tant. Not always able to supply affection to these 
emotionally immature personalities, we can at least 
provide what is, to them a welcome substitute. 
Spinoza indicated how easy this is when he said: 

“None are more taken in by flattery than the proud, who 
wish to be first and are not.” 

White and Selesnick!* successfully use a variation 
of this method on young men with this disease, which 
they call the “pretty girl treatment.” They leave 
a standing order for severely ill patients with ulcera- 
tive colitis to be visited daily by all the pretty female 
employes of the hospital. Within a short time the 
patient changes from a depressed, completely with- 
drawn, almost hopeless invalid, to one who sits up 
in bed, shaves daily, takes an interest in his sur- 
roundings and recaptures his will to survive. During 
the acute phase of the disease it is important to 
remember that we are dealing with individuals whose 
spiritual defenses are shattered and who have been 
forced to look at themselves as they really are and 
who do not find the sight a pleasant one. Unsympa- 
thetic probing into the patient’s personal problems 
and shortcomings is dangerous at this stage of the 
disease. 


In a recent, excellent discussion of ulcerative 
colitis which we heard shortly after we began to 
formulate this paper, Karush!® stated that in patients 
with this disease “dependency is a basic attitude 
necessary to survival.” This true observation would 
have been incomprehensible to us several years ago 
because of its paradoxical* nature. Proud, vain and 
undisciplined, these patients have been overwhelmed, 
humiliated and defeated and have retreated into an 
illness which requires treatment similar to that given 
to a beloved infant, that is, bedcare, frequent 
changes, and baby food. If they do not receive it, 
they will die of inanition, perforation or hemorrhage. 
It is clear from the literature that this disease has 
had its lowest case mortality rate in the hands of 
those physicians who have given supportive therapy 


—_— 


*Paradoxical in that in order to survive the patient acquires a disease 
which is frequently fatal! 
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in all its forms, even though this support, in the field 
of the emotions, may have gone unrecognized as 
such. Once the patient is on his way to physical 
health it is time to inculcate the medical and moral 
discipline he needs. And the needs of his personality 
have never been better described than by Paul to the 
Corinthians when he said, in part: 


“Charity does not envy, is not pretentious, is not puffed 
up, is not self seeking, is not provoked.” 


In conclusion, it is suggested that a moral per- 
spective and even a direct application of the three 
great virtues to the patient and his problem may 
prove therapeutically effective. It is not incon- 
ceivable that health, mental adjustment and grace 
are as indivisible as disease, neurosis and vice. 
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DISCUSSION (Abstract) 


Dr. John Tilden Howard, Baltimore, Md—Dr. Sullivan 
was correct, I believe, when he said that the public is show- 
ing increasing interest in psychiatry and in modern psy- 
chiatric methods. The Readers Digest and Time magazine 
keep the laity informed in the newest psychiatric technics 
and I expect an account of Dr. Sullivan’s method to appear 
in these media shortly, for the method does have popular 
appeal. If and when it is broadcast to our patients, some 
of its effectiveness will be lost, I fear, for probably it will 
be distorted by journalists and I can imagine without much 
difficulty that they will say, “Psychiatrist from New Orleans 
advocates a variety of Christian Science. He says that the 
sins of Pride, Lust, and Avarice cause gastro-intestinal ail- 
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ments, as Mrs. Eddy taught that ‘error’ produced disease.” 
Then what a task we will have to handle the patients who 
ask about the method! 


Before I read Dr. Sullivan’s paper, his technic of psycho- 
therapy was quite unknown to me and I am sure that I 
cannot use it with my present training in moral theology. 
In the first place, I do not know and understand the Scrip- 
tures well enough to use them to buttress statements which 
I may make to my patients. I can imagine my embarrass- 
ment if I should point out the path of righteousness to a 
patient who might ask many questions about it. I think that 
I should feel as I have felt several times when I have 
attempted to hypnotize patients. They all seemed to under- 
stand that I was a rank amateur as soon as I began and I 
never was successful at it. You men with a good knowledge 
of moral theology will undoubtedly have more success with 
Dr. Sullivan’s method than I ever will, at least until I take 
some courses from the clergy. 

Frankly, I have been somewhat afraid of psychosomati- 
cism, lest it be allowed to obscure organic disease. Every 
disease has its psychic side and a neoplasm must not be 
allowed to hide behind that. But there is a place for psycho- 
therapy in the armamentarium of the mature physician, who 
is well satisfied that the role of organic disease has been 
excluded from the symptomatology and who is willing to 
take the time to talk to his patient at some length. In ob- 
taining the story of a client’s trouble, I routinely ask about 
emotional disturbances and, when the answer is to the effect 
that there are none, I sometimes give him a second chance 
by saying, “Honor bright? Are you quite sure?” That sort 
of repetition of the question frequently leads to little con- 
fessions that are useful more times than not. It is no longer 
a surprise to me to have a torrent of grief or worry poured 
into my ears when I tell a patient, at what I presume to 
be our final session, that I have found nothing organically 
wrong with him. Then, and often not until then, I get the 
story of what has gone on behind the scenes to cause or to 
perpetuate and aggravate symptoms. So, when I intend to 
finish with the patient, I find my task just beginning. My 
pummeling and thumping, bleeding and pumping, raying and 
peeping into the alpha and omega of the gastro-intestinal 
tube have given the patient the assurance that he has been 
examined and, during the testing, he has become aware of 
the interest, friendliness, and (I hope I am right in this) 
the integrity of his physician. 

When the psychic disturbance has been found in whole or 
in part by some technic or other, what do I do then? 


First, I am invariably a good listener and almost as good 
a questioner in order to assist in the “emotional catharsis.” 
I try to make the patient feel that I am not judging the 
rightness or wrongness of his thoughts or of his behavior 
and I never mention vice or sin. I want him to feel that 
I look on him as adjusted or maladjusted in his environment 
rather than as a saint who is sinned against or as a sinner 
who needs redemption. 

Secondly, I try to give some positive suggestions, not 
orders, to the patient. But I am careful not to show up a 
fault without mentioning a virtue. How I have regretted 
unbuffered criticism! When I tell a mother that she scolds 
too loudly at her husband and children, I try to soften it 
by mentioning her well known ability as a housekeeper. I 
attempt to make my suggestions conform to the patient’s 
wishes as far as I can. Rarely do I make definite decisions 
for patients and I often say, “If you cannot decide what you 
want to do, do nothing at present.” 
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Thirdly, there is the technic of simple reassurance which 
we all practice. It relieves fear and that is a great deal. 
I shall never forget overhearing a brief conversation between 
the late Dr. Larason Brown and a woman, an old patient 
of his, whom he met by chance in the office of a physician 
in Baltimore who was advising them both. With obviously 
pleased surprise, Dr. Brown said, “Why, Mrs. X, what are 
you doing here?” To this she answered tensely, “Dear Dr. 
Brown, I’m so worried about cancer.” He replied in his 
inimitable way and with the greatest calmness, “Certainly 
you don’t have that! I can tell that by looking at you.” 
It was flimsy evidence on which Dr. Brown based his state- 
ment but, knowing his old patient, he dared to say what 
he did and he probably knew that the chances of his being 
correct were in his favor. It was apparent to me, who saw 
the lady after the encounter, that he had done her great 
good. I was young and serious in those days and had I 
been in Dr. Brown’s place I would probably have answered 
her hesitantly and with carefully weighed words, “Oh, I hope 
you have no such a thing!” You may decide which reply 
was the better. 


Lastly, I never forget that my patients with psychosomatic 
ailments help themselves and I simply try to point for them 
the way that I know. Sometimes they get well quickly, 
sometimes slowly, and sometimes, I must admit, they never 
improve in my hands. 

Dr. Cecil O. Patterson, Dallas, Tex—We, as doctors, are 
often obliged to deal with the end results of disease, be it 
psychosomatic or otherwise. We, in our practice of gastro- 
enterology, try always to take advantage of the benefits of 
help from our colleagues, the psychiatrists, and the neurol- 
ogists. They seem to have very clear ideas of their goals and 
how to help, and as to their limitations. We have learned 
from them something about the various tension states and 
behavior patterns important in the aggravation or produc- 
tion of certain gastro-intestinal diseases. 


It has been our experience in a few instances that although 
there were many months or years of well-qualified attention 
to psychosomatic aspects, the patient also harbored such 
quickly correctable conditions as gastro-intestinal neoplasm 
or amebiasis. I believe that our goal as gastroenterologists 
is to obtain a good history, to do a careful physical examina- 
tion, and to get such helps as are indicated otherwise, to 
keep at a minimum the diagnostic and therapeutic effort of 
our patients and everyone concerned in the prevention and 
cure of their gastro-intestinal ills. 

Finally, I should like to ask our essayists three questions: 

(1) Why should the gastro-intestinal tract be the site of 
such devastating disease rather than any other autonomic 
organ? 

(2) In regard to the psychiatric profiles, are there mixed 
types? I believe we see pronounced mucous colitis for years 
in a patient who also has had various catastrophies of ulcer. 

(3) Have you had opportunity to evaluate results of 
treatment as you have suggested? If so, would you say 
something about these results? 

Dr. Charles Baron, Covington, Ky—In eighteen years of 
private practice I have reached a conclusion which I think 
may be of a great deal of help to Dr. Sullivan, and I hope 
to other members in the audience. I promulgated this idea 
and gave this idea in London last year, 1948, at the Third 
International Congress of Mental Hygiene. 

Like other physicians, I had a number of patients who 
came to me who had made the rounds. Now, while we are 
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discussing gastro-intestinal diseases, it also held true for 
those who had nonorganic disease. These patients made the 
rounds from one physician to another, and another, and 
landed in my office, and they still were sick. The question 
was, how to handle them. 


After doing an adequate physical examination and taking 
a comparatively complete history, I found that there was 
something else to do. I know that a number of us, those 
who are older, have had very inadequate training in psycho- 
somatic medicine. 

Starting out on this idea, having told the patient that 
there is nothing organically wrong with him, I told him 
what I intended to do. In the middle of the conversation 
he would say, “Well, what has this got to do with me?” 


Then I would say, “I will show you. Picture in front of 
yourself some children’s blocks, and let us say that all these 
blocks represent episodes in your life and, for argument’s 
sake, let us suppose that all these blocks represent happy 
episodes, pleasing episodes, how would I represent that to 
you?” Now, let us say that Mrs. Smith was thirty years 
of age, and that the pile of blocks I had in front of me 
represented all the things that happened to her in thirty 
years. 


“Here is how you would look. Now, I begin piling these 
blocks in the very center, and I will begin in the chronologic 
order. The blocks at the bottom would be the events that 
happened in the first, second, third years (up to where this 
was her last age). Now, that represents you. That is your 
personality. Now let us lay the blocks down again. Suppose 
some of these blocks represent episodes that were very in- 
sulting to your personality, repressions, disappointments, 
how would I represent those? We should start piling the 
blocks again, and the insulting episodes would be placed not 
in the very center, but at one side, the more insulting the 
episode, the further over they were off center, so, in piling 
these blocks up, soon that pile of blocks would begin to 
deviate. The exciting or the last event which happened 
would make the entire bunch of blocks fall over, and that 
is when you came into the office to see me. Now, while 
I am particularly interested in the last exciting event, you 
can see now why I have to know what is in all these blocks 
that have made up your personality. I want to know why 
this pile of blocks deviated.” 

It has been amazing to me how often a patient’s face 
would light up and the patient would say, “I understand,” 
because, by using that method, these patients came back 
into the office to allow me to find out what went into all 
of those blocks, and I have been using this method rather 
intensively in the last three years, and I will say that the 
results have really been magnificent. 


Dr. Sullivan (closing).—I cannot answer in any detail the 
questions raised by Dr. Patterson but I can assure him that 
a great deal of work is being carried out along these lines. 
First, there seems to be something symbolic about certain 
organs; for example, overactivity of the colon is a common 
manifestation of fear. Sonntag has shown that a terrific 
emotional shock to a woman during the last trimester of 
Pregnancy may not only produce immediate responses in 
the way of increased fetal movements and heart rate, but 
also delayed responses, such as diarrhea and difficult feeding 
in the newborn child. There is accumulating evidence that 
other cases of neonatal diarrhea may be the result of fear 
aroused by the unskilled and unsympathetic handling of the 
infant by untrained and overworked personnel in the hos- 
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pital nursery. Later in infancy may come the efforts of an 
oversolicitous mother (who herself has been taking enemas 
for years) to induce perfect bowel habits in an uncooperative 
child. These plus many more factors help to localize a 
psychosomatic disorder to a given organ. 





SOYA LECITHIN AND ALPHATOCOPHEROL 
IN DIABETES MELLITUS* 
A PRELIMINARY REPORT 


By Hervey W. Dietricy, M.D. 
El Paso, Texas 


The interrelation between lipid metabolism and 
diabetes is well known. During recent years, some 
means to influence lipid metabolism have been 
found, the most important being the so-called lipo- 
tropic substances. Best and his co-workers! and 
Hershey and Soskin? have shown that depancreatized 
dogs survived much longer if dietary lecithin was 
given. It has also been found that lecithin is helpful 
in the removal of fat and cholesterol esters from the 
liver of animals receiving excess cholesterol in their 
diet. 


The effective part of lecithin was identified by 
Best as choline but later studies showed other sub- 
stances having a similar or complementary effect 
such as inositol, and tocopherol. It was also reported 
that the combination of all those substances present 
in such natural materials as soya lecithin may be 
more effective than each one separately.’ 


Therapeutic application of the various lipotropic 
factors such as choline, inositol and lecithin has been 
repeatedly reported in the treatment of liver cirrhosis 
and liver insufficiency and also other diseases more 
or less related to faulty lipid metabolism such as 
psoriasis, hypercholesterolemia and others.‘ 5 6 


Gross and Urbach’ reported about the use of leci- 
thin in necrobiosis lipoidica diabeticorum. 

A number of Italian reports indicate improvement 
of insulin tolerances by the simultaneous administra- 
tion of lecithin and insulin.* 91° Recent reports also 
suggest some effect of tocopherol on insulin toler- 
ances. The author has treated a number of cases 
with lecithin or tocopherol, obtaining no significant 
changes in insulin tolerance. However, the combina- 
tion of lecithin and tocopherol has produced strik- 
ing results in a number of cases. 

Case 1—J.N., a white man, aged 60, was diagnosed as a 
diabetic in 1940. He had a daily protamine zinc insulin re- 
quirement of 60 to 70 units, with a weight reducing diet of 
1,090 calories. He had been taking vitamin E, 100 milli- 
grams, three times daily, for two months previously, with no 





*Read before Texas Diabetic Association, San Antonio, May 1, 1949. 
Received for publication December 1, 1949. 
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change in his insulin requirement. On February 27, 1949 
soya lecithin in addition to vitamin E was started to deter- 
mine what effect, if any, it would have on the patient’s 
arteriosclerosis obliterans. On March 17, 1949, he reported 
that his daily insulin requirement was reduced to 40 units, 
and that he was eating more sugar to prevent insulin reac- 
tions. On March 31, his daily insulin requirement was 33 
units. He had noticed an increased sense of warmth in his 
lower extremities with a decrease in rest pain. On April 8, 
his insulin requirement was 27 units. On April 26 his insulin 
requirement was 17 units and the patient was wondering if 
he “was making insulin.” His rest pain had disappeared. 
On April 29, insulin dosage was 15 units and on May 3, 
it was 12 units. On May 6, insulin requirement was 5 units 
and the patient was told to discontinue insulin injections. 
On May 10, he reported that he had been sugar free until 
that morning, at which time he had 0.25 per cent glycosuria, 
following the ingestion of strawberry shortcake the previous 
evening. 


The remarkable results that occurred in this case 
were responsible for the deliberate use of soya 
lecithin and alphatocopherol in the following re- 
ports. The reduction of the insulin requirement in 
the face of an increase in carbohydrates seemed to be 
paradoxical. It occurred to us that it might be 
significant and further investigation would be harm- 
less and might prove interesting. 


Case 2——C. V. T., a white woman, aged 50, had diabetes, 
which was diagnosed in 1938. Due to frequent emotional 
upsets, she was very haphazard in treatment. Previous to 
beginning therapy with soya lecithin and alphatocopherol 
on March 27, 1949, she had been on a diet of 1,060 calories 
for reduction of weight, with a daily requirement of 22 units 
of globin insulin. At this time she had diabetic retinitis and 
retinal sclerosis; neuritis and edema of the lower extremi- 
ties and purpuric areas on the lower extremities. On April 
2, she had a mild insulin reaction and reduced her insulin 
dosage to 20 units. On April 14, the insulin requirement had 
dropped to 18 units. There was still swelling of her ankles, 
but claudication had disappeared. On April 12, the edema 
of legs was less, the extremities were warmer, and the 
purpuric spots were fading. She said she felt wonderful. On 
April 21, the insulin requirement was 12 units. There was 
no edema of legs or purpuric areas. The retinitis was better 
with consequent improvement in vision. At this time, she 
could do everything except sew without her glasses. On 
April 27, she reported a mild insulin reaction, on an insulin 
dose of 6 units. On April 28, the insulin requirement was 
4 units. On May 3, while the insulin dosage was 2 units, 
she experienced an emotional disturbance and began to run 
1 to 2 per cent glycosuria. On May 5 she increased the 
insulin to 10 units; to 15 units on May 6 and to 20 units 
on May 7, finally becoming sugar free on 20 units. While 
glycosuria was present she noticed a return of the swelling 
of her legs, associated with pain and purpuric areas. On 
May 10, she had reduced the insulin dosage to 8 units, 
and purpuric areas and edema were disappearing. On May 
15, she reported that she had not taken any insulin at all 
that day and had had no glycosuria. She said that she 
really felt well for the first time in twenty years and 
could now work night and day. 


Apparently the soya lecithin and alphatocopherol 
had some effect on the retinitis and on improving 
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the general circulation. Emotional stimuli apparently 
can cause increased insulin requirements in diabetes 
similar to fever and infections. The mode of action 
probably is an increased amount of adrenalin caus- 
ing glycogenolysis or preventing glycogenesis. 


Case 3—M. M. V,. a white woman, aged 49, had gly- 
cosuria 4 per cent, discovered on March 30, 1949. She 
presented the usual diabetic symptoms. Without a glucose 
tolerance determination, she was started on a diet of 140 
grams of protein; 90 grams carbohydrate and 50 grams fat 
plus soya lecithin and alphatocopherol. No insulin was 
given. On April 2, glycosuria was 0.25 per cent and her 
diabetic symptoms had lessened. From April 2 to April 14, 
the glycosuria remained at 0.25 per cent. She was then 
denied bread and on April 15 was free of glycosuria. On 
April 18 she was allowed a piece of bread for breakfast 
and she still had no glycosuria. On April 26, in preparation 
for a glucose tolerance test, she was allowed an unrestricted 
diet, high in carbohydrates, with no medications. On April 
27 and 28 she had a 3 per cent glycosuria. On April 29 the 
glucose tolerance test revealed: Fasting blood sugar 182 
mg. per cent; glycosuria 3 per cent; 1% hour after 50 grams 
of glucose, blood sugar 315 mg. per cent; glycosuria 4 per 
cent. One-half hour after an additional 50 grams of glucose, 
blood sugar was 386 mg. per cent; glycosuria 4 per cent; 
two hours, blood sugar 406 mg. per cent; glycosuria 4 per 
cent. Immediately after her glucose tolerance determination, 
the patient returned to her original diet plus soya lecithin 
and alphatocopherol. On April 30, one day after the 
tolerance test, she had no glycosuria. On May 2, the patient 
was denied all medication except her diet which included 
three slices of bread. On May 3, there was no glycosuria; 
on May 4, 0.5 per cent; on May 5, 0.125 per cent; on May 
6, no glycosuria; on May 7, no glycosuria. On May 9, the 
patient resumed medication, but at this time was allowed 
an unrestricted diet. On May 10, glycosuria was 0.125 per 
cent; on May 11, 0.125 per cent; May 12, 1 per cent; May 
13, 2 per cent; May 14, 4 per cent; and May 15, 4 per cent. 
On May 16, the patient was put on a diet of 1,835 calories 
with a carbohydrate ratio of 2:1 and soya lecithin and 
vitamin E. On May 17 through 22, there was no glycosuria. 

In this case, the diet of protein in 2:1 ratio with 
carbohydrate plus soya lecithin and alphatocopherol 
caused disappearance of glycosuria. Within 24 hours 
after glucose tolerance determination and on return 
to diet and medications, glycosuria dropped from 4 
per cent to zero. This seems to be far too rapid to 
be accounted for by return to diet alone. With diet 
alone, intermittent glycosuria appeared and on an 
unrestricted diet with soya lecithin and alphatocoph- 
erol, glycosuria gradually reappeared. However, 
within 24 hours after beginning the diet of 1,835 
calories, soya lecithin and vitamin E, the patient’s 
glycosuria disappeared. 

Case 4—F. J. G., a white man, aged 41, was first seen 
on April 8, 1949. He said that sugar had been found in his 
urine intermittently since 1938. He also complained of 
rheumatic pains in the left shoulder and lower back and 
aversion to greasy foods because he believed they caused 
bloating and indigestion. Physical examination was essen 
tially negative except for a slightly coated tongue, positive 
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orthopedic signs of lumbosacral disease, and tenderness in 
both right and left upper quadrants. The impression was 
of rheumatoid arthritis and possible hepatitis. Three per cent 
glycosuria was found and the sedimentation rate (Wintrobe) 
was 14 mm. in one hour. The only sign of possible hepatic 
disease was thymol turbidity test 7 Maclagen units. Since he 
was overweight, he was put on a reducing diet and soya 
lecithin. No glycosuria was present in morning and night 
specimens April 11, 14 or 18. He said that he felt better. 
On April 25, glycosuria of 0.125 per cent was found. The 
patient said he had been out of the soya lecithin vitamin 
capsules since April 24 and that he had eaten jello on the 
night of April 24. He was directed to eat the same foods he 
had eaten on April 24, on the following Sunday (one week 
later), but to take his soya lecithin. On May 2, no glycosuria 
was present. On May 4, soya lecithin was discontinued and 
he was put on a high carbohydrate diet in preparation for 
glucose tolerance determination on May 7. There was no 
glycosuria on this date. Glucose tolerance determination on 
May 7 indicated the following results: fasting blood sugar 
121 mg. per cent, no glycosuria, one-half hour after, 50 
grams of glucose given, blood sugar was 182 mg. per cent, no 
glycosuria; one-half hour after 50 grams glucose were given, 
blood sugar was 187 mg. per cent, no glycosuria; two hours 
later blood sugar was 121 mg. per cent, no glycosuria. He 
continued on an unrestricted diet and on May 9, had 
0.125 per cent glycosuria; on May 10, 0.5 per cent sugar 
was noted. On May 11, soya lecithin was resumed 
with an unrestricted diet and daily urinary sugars de- 
termined were as follows: May 11, negative; May 12, 0.125 
per cent; May 13, 0.75 per cent; May 14, negative; May 16, 
negative. On May 16, liver function tests and sedimentation 
rates were normal. He then was placed on a qualitative 
rather than quantitative high protein, moderate carbohydrate 
and low fat diet. On May 19, at 6 a.m. his urinary sugar 
was negative. During and after breakfast, he experienced an 
emotional upset and determination of urinary sugar was 
0.125 per cent. 


This patient is a prediabetic. On a high protein, 
low carbohydrate, low fat diet with soya lecithin, he 
immediately became sugar free. Not taking soya 
lecithin for one day and eating jello caused slight 
glycosuria; however, repeating this diet, but with 
lecithin, caused on glycosuria. With a high carbo- 
hydrate diet and without lecithin for one week, there 
was a six day lapse before slight glycosuria was 
noted. Emotional upsets caused glycosuria. 


Case 5—S. G., a white woman, aged 36, had diabetes, 
diagnosed in 1929. On December 7, 1948, she was started 
on alphatocopherol in addition to an insulin requirement of 
26 units of protamine zinc and a total caloric intake of 1,545 
calories. During the period from December 7, 1948 to April, 
1949, her insulin requirement was reduced to 12 units. On 
April 19, 1949, she was given soya lecithin in addition to 
vitamin E. At this time she complained of intermittent 
claudication since April 1. There were several areas of 
necrobiosis lipoidica diabeticorum on both lower extremities. 
On April 26, she had reduced her insulin requirement to 7 
units. The intermittent claudication was less and the areas 
of diabeticorum were less scaly and erythematous. 


Case 6—A. J. H., a white man, aged 46, had been a 
diabetic since 1931, with acute tuberculosis. He was on a 
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diet of 1,760 calories and taking 50 units of protamine zinc 
insulin plus 5 units of regular insulin before lunch and 
dinner. On March 24, 1949 he was started on soya 
lecithin and alphatocopherol. On March 27, he had a mild 
insulin reaction and discontinued his regular insulin. On 
April 14 his insulin requirement was 46 units and on April 
21, it was 44 units. He said he had more strength and that 
he had more color in his face. On May 3, 1949, he had 
reduced his insulin to 40 units. 


The lecithin used in these experiments was derived 
from soya beans.* The dosage used was 2 table- 
spoons of granulestin® 3 times daily (before meals) 
and 3 acletin® capsules 3 times daily (also before 
meals). The tocopherol was given in the form of 
E-Toplex® 100 mg. tablets. The daily dosage pre- 
scribed was 1 tablet before each meal. 


There is no satisfactory explanation at present 
concerning the mechanisms involved in the improve- 
ment of insulin tolerance and the reduction of in- 
sulin requirements as observed in the cases given 
above. As explained before, lecithin is known to 
improve liver function in general, which might be a 
partial explanation. It might also be mentioned that 
soya lecithin has been found to counteract various 
substances such as antibiotics and toxins which in- 
terfere with phosphorylation.!! 


If we assume that as it is now probable that the 
diabetogenic hormone interferes with hexokinase 
and the phosphorylation of glucose, it might be 
speculated that lecithin might counteract this effect 
by partial restoration of the phosphorylating mech- 
anism. It is difficult to explain why tocopherol, in 
excess of that which is contained in soya lecithin, is 
required. However, metabolic relations between 
lecithin and tocopherol are known and have been 
reported.'? Further investigation might produce 
more facts and understanding of the observed results. 


SUMMARY 


Soya lecithin and tocopherol given orally decrease 
insulin requirements and seem to have a favorable 
influence on diabetes. 
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ABNORMAL RED CELL IN LIVER DISEASE 


The only disease with proven race specificity is 
sickle cell anemia. The mechanism by which red 
blood cells of perhaps 7 per cent of the Negro race 
assume a characteristic crescent or sickle shape on 
standing, with in some cases an accompanying syn- 
drome of severe anemia unknown in the white race, 
has been investigated since the red cell picture was 
first described by Herrick! in 1910. Recent studies 
suggest that the blood of white persons in certain 
cases of cirrhosis of the liver may show a related 
form. 


The typical sickle cell, according to Neuda,? of 
New York City, develops from the normal red cell 
through four phases. First, there is the stretched 
disc, due to enlargement and thinning of the red 
cell. Then a crescent forms on one side of the 
distended cell as the distribution of hemoglobin 
changes. Third, a crinkling, leaf form, or sil- 
houette appears, and fourth is the characteristic 
sickle. The third stage Neuda considers most sig- 
nificant, since this portrays the first sign of actual 
cell destruction; it is an irreversible form. Stages 
I and II he has observed in Caucasians, and he 
describes a new cell,’ which he calls an expulsion 





1. Herrick, J. B.; Arch. Intern. Med., @:517, 1910. 

2. Neuda, P. M.: Red Blood Cell Sensitivity in Caucasians. 
31:1024 (Dec.) 1949. 

3. Neuda, Paul M.: Expulsion-Crescent: A New Pathological Red 


Cell Figure in Human Peripheral Blood. Proc. Soc. E . Biol. and 
Med., 74:27 (May) 1950. an peti 
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crescent, found in white persons. It resembles a 
spherocyte, closely fitting into the legs of a crescent. 
This cell he says is commonly associated with 
parenchymatous liver disease, particularly cirrhosis, 
and has been seen in toxemia of pregnancy and in 
malignancies. It is apparently the expression of a 
severe blood destructive process. He has prepared 
an enzyme‘ * which will greatly hasten sickling of 
Negro blood or formation of the expulsion crescents 
in susceptible white bloods. 


The expulsion crescent he believes has a possible 
diagnostic importance in disease of the liver, and 
its identification would certainly suggest a critical 
condition of some kind. 


One might also consider the possibility that a 
lesion of the liver is intimately concerned in sickle 
cell disease. 





HEALING PROCESSES UNDER ADRENAL 
CORTEX STIMULATION 


Not since the beginnings of the study of the sulfa 
drugs and the mold extracts has such general interest 
been aroused in any medicament as in the adrenal 
cortical and cortex stimulating hormones. They are 
marvellous physiologic products with potential ap- 
plication in divergent fields. Although still very 
expensive, they are rapidly becoming available for 
general use, contraindications being carefully kept 
in mind. They have been intensively studied in ex- 
perimental and clinical laboratories for the past 
year; observations of their effects appear in every 
current clinical and experimental journal; yet their 
possibilities remain unplumbed. Their outstanding 
triumphs have been in rheumatoid arthritis, gout 
and lupus erythematosus. Possible beneficial activity 
in some of the degenerative diseases of the heart 
and kidneys and in blood pressure control are to 
be investigated. Symptomatic improvement of leu- 
kemia® has been noted. 


Physicians who wish to prescribe these products 
should acquaint themselves with all potential un- 
desirable effects. ACTH and cortisone may induce 
the usual signs of hyperadrenalism. They cause 


4. Neuda, P. M.: Red Biood Cell Sensitivity to the Blood Group 
Enzyme. Science, 106:296, 1947. 

5. Neuda, Paul M.: and Rosen, Maurice S.: Preliminary Report on 
Rapid Method for Diagnosis of Sickle Cell Anemia. J. Lab. and Clin. 
Med., 30:456, 1945. 

6. Spies, Tom D.: Lopez, G. G.; Milanes, F.: Toca, R. L.; 
Reboredo, A.; and Aramburu, M.:: Effect of Pituitary Adreno- 
corticotropic Hormone (ACTH) and Cortisone in Ameliorating the 
Symptoms of Leukemia and of Cortisone in Hodgkin’s Disease. 
Med. J., 43:497 (June) 1950. 
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shifts in the fluid and electrolyte distribution which 
have far reaching consequences. They are said to 
depress the growth of mesenchymal cells: connective 
tissue, blood vessels, and lymph vessels. It is pre- 
sumed to be through the effect upon connective 
tissue that they relieve painful arthritic joints. Re- 
gression of lymphoid tissue and lymphoid tumors 
has been reported. Hyperglycemia and sometimes 
masculinizing effects upon women have been noted. 


Definite delay has been observed in wound heal- 
ing of patients treated with these products.’ This 
has been confirmed experimentally in rabbits; and 
also by biopsy studies of wounds of human patients 
during administration of these hormones. A “false 
healing’ could be induced by treating the wound 
with hyaluronidase.?, Comparable delay in healing of 
fractures is observed, both gross healing of the 
fracture and absorption of the hematoma, with fail- 
ure of connective tissue regeneration.’ Again, after 
an alkali burn of the cornea of the rabbit’s eye, with 
local application of cortisone, vascularization and 
healing were delayed.? 


One would conclude that administration of these 
products should not be permitted close to the time 
of a surgical operation, or during therapy of an 
accident such as a fracture, burn, or other injury. 
They would have probably a small place in a mili- 
tary hospital. 





FOLIC ACID AND PREGNANCY 


The effect of depletion of various vitamins upon 
implantation of the fetus and development of the 
placenta have been noted. During severe deficiency 
of vitamin A of female animals, conception does not 
occur. Vitamin E deficiency causes sterility also, 
in both male and female animals. These are fat- 
soluble vitamins. All the accessory food factors no 
doubt are necessary for normal reproduction. Re- 
quirement of the B vitamins is increased in preg- 
nancy. Folic acid would seem to be one of the 
most required elements, deficiency of which is 
quickly shown. 


—— 


7. Creditor, Morton C.; Bevans, Margaret; Mundy, William 
and Ragan, Charles: Effect of ACTH on Wound Healing in Humans. 
Proc. Soc. Exper. Biol. and Med., 74:245 (May) 1950. 


8. Blunt, J. Wallace, Jr.; Plotz, Charles M.; Lattes, Raffaele; 
Howes, Edward L.; Meyer, Karl; and Ragan, Charles: Effect of 
Cortisone on Experimental Fractures in the Rabbit. Proc. Soc. Exper. 
Biol. and Med., %73:678 (April) 1950. 


a Jones, Ira S.; and Meyer, Karl: Inhibition of Vascularization of 
the Rabbit Cornea by Local Application of Cortisone. Proc. Soc. 
Exper. Biol. and Med., 74:102 (May) 1950. 
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Folic acid has been studied in human nutrition 
chiefly for its value in the therapy of pernicious 
anemia. However, Thiersch and Phillips!® have ob- 
served that fetal implantation in young mammals 
is closely dependent upon a supply of folic acid in 
the diet. Rats deprived of folic acid fail to conceive. 
A convenient rapid way of inducing folic acid de- 
ficiency is by administration of aminopterin, a 
chemically similar substance and an antivitamin. 
Aminopterin is believed to be capable of taking the 
place of folic acid in essential oxidation reactions, 
with resulting harmful effects, including rapid de- 
pletion of the supply of this substance in the animals 
with resulting anemia and other symptoms of folic 
acid deficiency. Aminopterin thus seriously inter- 
feres with body economy. Feeding of aminopterin 
can bring on an acute depletion of folic acid, which 
in the early stages is reversible. If aminopterin 
therapy was initiated at the time of implantation of 
the ova, normal fetal development did not occur.!? 
A depletion of the bone marrow resulted, the treated 
animals lost weight, and the embryos were irre- 
versibly damaged. The decidual and placental tissue 
maintained a normal appearance. Older embryos 
were more resistant to the antivitamin than newly 
implanted ones. Deciduas and placentas of rats 
appeared to be intact, but the fetuses were damaged, 
with a specific lesion. The same damage was seen 
in rats in which injections of aminopterin were 
begun a week after pregnancy had taken place. 
Aminopterin induced a folic acid deficiency which 
could destroy a well-established pregnancy, if given 
in only three small doses, insufficient to make the 
animals seriously ill. The animals recovered rather 
rapidly, but the fetuses did not develop.!° 


If the same findings are repeated in other species 
and in humans, this may furnish a drug for thera- 
peutic abortion. 


Certain of the sulfa drugs also may act as anti- 
vitamins. The biotic antiseptics sometimes have a 
vitamin depleting effect since they may destroy 
bacteria in the intestines which commonly produce 
vitamins.!!' Human black tongue’? has been reported 
following biotic therapy. 


Increasingly careful diagnosis is essential for the 
discriminating use of all the new pharmaceuticals. 


10. Thiersch, John B.; and Phillips, Frederick S.: Effect of 4-amino- 
pteroylglutamic Acid (Amino Pterin) on Early Pregnancy. Proc. Soc. 
Exper. Biol. and Med., 74:204 (May) 1950. 

11. Harris, H. J.: Aureomycin and Chloramphenicol in Brucellosis; 
with Special Reference to Side Effects. J.A.M.A., 142:161, 1950. 

12. Downing, J. G : Black Tongue as a Result of Antibiotic Therapy. 
New England J. Med., 242:1013 (June 29) 1950. 








TWENTY-FIVE YEARS AGO 
FROM JOURNALS OF 1925 


Chemical Warfare..—*The Pacifists,” said General Fries 
in a recent address “are the fundamentalists of international 
relations. They won’t believe half what they see, nor any- 
thing they hear that is based on history.” Beginning with 
Cain’s destruction of Abel by the use of a club, war has 
progressed through the Greek phalanx, the Roman Legion, 
the spear, the bow and arrow, the battle ax, the sword and 
armour of steel to cavalry, to gun powder and explosives, 
and to “tanks,” aeroplanes and the so-called war gases. 
Each of these innovations was met with cries of horror by 
ardent pacifists who felt that man’s inhumanity to man was 
becoming much too inhuman. * * * When Germany began 
the use of gas in the World War, all other nations quickly 
followed. * * * The chemists answer * * * we have ap- 
parently reached our limit because more powerful explosives 
would be as dangerous to the users as to those against whom 
they might be employed. * * * Has there ever been recorded 
a conflict in which each contending nation did not feel that 
it fought on the side of truth and morality and righteous- 
ness ? 


Parathyroid Hormone.2—In a previous communication it 
has been shown that by weak acid hydrolysis of the fresh 
parathyroid glands of the ox, an extract could be obtained 
which contained an active principle * * * by the use of 
this active principle complete replacement therapy was 
afforded in the case of parathyroidectomized dogs. * * * 
Over 250 animal experiments have been carried out and 
results have been in remarkable agreement. * * * It ap- 
peared to be a substance of the nature of a complex pro- 
tein derivative * * * possible to separate * * * from the 
original extract by salting out processes * * * dialysis and 
* * * iso-electric fractionation. * * * Injections of even very 
small amounts of potent extract repeated at intervals of a 
few hours * * * have invariably proved fatal * * * due to 
long maintained hypercalcemia * * * without ill effects if 
not maintained. * * * Blood serum values as high as 23 
milligrams have been observed in cases where spontaneous 
recovery has occurred. * * * A single [even massive] injec- 
tion produced * * * no untoward symptoms. * * * A unit 
of potency has been provisionally defined as 1/100 of the 
amount of the extract which will produce an average in- 
crease of 5 milligrams in the blood serum calcium of normal 
dogs of approximately 20 kilograms weight over a period 
of 15 hours. * * * No satisfactory antidote * * * will offset 
the fatal issue. * * * The calcium raising effect of the hor- 
mone is practically the same in the thyroparathyroidec- 
tomized dog as in the normal animal. 


Paranasal Sinuses3—Recurrent fever in infants and young 
children without apparent cause is sometimes due to disease 
of the paranasal sinuses. * * * Periodic vomiting may be 
associated with disease of the paranasal sinuses. * * * Cer- 
vical adenitis * * * sinuses may be a focus of infection at 
the age of three. * * * (In the St. Louis Children’s Hos- 
pital) in our wards more than half of all the children are 
under treatment for some form of paranasal disease * * * 


1. Editorial: Chemical Warfare. J.A.M.A., 85:1063 (Oct. 3) 1925. 

2. Collip, J. B.; and Clark, E. P.: Further Studies on the 
— Action of a Parathyroid Hormone. J. Biol. Chem., 64:485, 
1925. 


3. Dean, L. W.: Paranasal Sinus Disease in Infants and Young 
Children. J.A.M.A., 85:317 (Aug.) 1925. 
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chronic interstitial nephritis * * * complications of a more 
or less chronic nature as chronic infectious arthritis * * * 
At necropsy I have seen an unsuspected necrosis of the 
ethmoids in an infant, aged six months * * * repeated colds. 





Book Reviews 


The First Anesthetic. The Story of Crawford W. Long. 
By Frank K. Boland, M.D., Professor of Clinical Surgery, 
Emory University School of Medicine, Atlanta, Georgia; 
Past President of the Southern Medical Association. 
Athens, Georgia: University of Georgia Press, 1950. Price 
$3.00. 


Dr. Frank Boland, in his delightful biography of Crawford 
W. Long, has presented documentary evidence of the fact 
that the first anesthetic ever administered for a surgical 
operation was performed at Jefferson, Georgia, in 1842. It 
was not an accident that Crawford W. Long used ether 
as an anesthetic. He had unusual training for the practice 
of his profession; and he was an aristocrat, who had been 
taught to think and act independently. He received his 
master of arts degree from the University of Georgia in 
1835, as a second honor student. His roommate was Alex- 
ander H. Stephens, later vice-president of the Confederacy. 
He read medicine under Dr. Grant of Jefferson, Georgia. 
Then he matriculated in the Medical Department of Transyl- 
vania University at Lexington, Kentucky, in 1836. Two 
years later he transferred to the University of Pennsylvania 
where he graduated in medicine in 1839. There he was 
trained by Robley Dunglison, Joseph Pancoast, and other 
great teachers. Following his graduation he spent 18 months 
in postgraduate work in New York. There he witnessed 
many operations without anesthetics by Valentine Mott, 
Willard Parker, and other great surgeons of the time. He 
returned home in 1841, probably the best prepared physician 
in Georgia. Less than a year later when he was 26 years of 
age he gave the first surgical anesthetic. 

Had Long reported his cases, no one would ever have 
questioned his priority in the use of ether in surgery. 
Ephraim McDowell waited seven years before he reported 
his operation; and Crawford W. Long did not write for 
medical journals at all. 

It is an interesting fact that Marion Sims, who was 
intensely interested in anesthetics, had never heard of 
Crawford Long until October, 1876, when Dr. P. A. Wilhite 
of Anderson, South Carolina, informed him that in 1842 
he assisted Dr. Long in the first operation in which ether 
was used as an anesthetic. Dr. Wilhite also told Sims he 
had assisted Dr. Long in other operations using ether in 
1842, 1843 and 1844. Sims became convinced that credit for 
the discovery of anesthetics should be given Dr. Long. He 
wrote a number of letters to Dr. Long, which are now in 
the possession of Dr. Boland. In 1877 Sims wrote an 
article in which he declared that Long was the discoverer 
of anesthesia. He gave Wells credit for using nitrous oxide 
in 1844, and he praised Morton for having first reported 
the use of ether as an anesthetic in surgery in 1846. Sims 
raised a considerable sum of money from among his 
surgical friends and sent it to Dr. Long as an expression of 
appreciation for the discovery of anesthesia. 

The First Anesthetic is a very readable biography of 
Georgia’s representative in the Hall of Fame in Washington. 
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It is beautifully illustrated and presents many photostats 
of letters and documents which prove that Long used ether 
in surgical operations in 1842. 





The Nose. An Experimental Study of Reactions Within the 
Nose in Human Subjects During Varying Life Experiences. 
By Thomas H. Holmes, M.D., Lester N. Hofheimer Re- 
search Fellow in Medicine; Helen Goodell, B.S., Research 
Fellow in Medicine; Harold G. Wolff, M.D., Professor 
of Medicine (Neurology), Cornell University Medical Col- 
lege, New York, New York. With a foreword by War- 
field T. Longscope, M.D., Professor Emeritus of Medicine, 
The Johns Hopkins Medical School, Baltimore, Maryland. 
154 pages, illustrated. Springfield, Illinois: Charles C. 
Thomas, Publisher, 1950. Price $4.50. 

This brief treatise upon experimental nasal physiology is 
valuable from the point of view of the otorhinolaryngologist. 
It consists of 154 pages, 37 well-captioned illustrations, and 
is written in a very interesting and easily readable manner. 

The first two chapters are concerned with the methods 
used in the study. The third and fourth chapters relate the 
nasal changes that occur following specific insults. The re- 
mainder of the book discusses the nasal changes that occur 
as a result of psychic conflict, emotional stresses, hormonal 
changes, and so on. The final chapters are concerned with 
the production of pain by intranasal stimulation. 

There are no striking conclusions that the well-trained 
and alert otorhinolaryngologist has not realized. However, 
it contains many observations which will cause bad to minor 
altercations between the rhinologist and the internist. The 
ear, nose, and throat specialty is indebted to these four 
internists for their publication of this interesting and in- 
forming work. 

It is interesting for the rhinologist and a must for the 
internist and general practitioner. 





A Guide to General Medical Practice. By Martin G. 
Vorhaus, M.D., Attending Physician, Hospital for Joint 
Diseases, New York City. 244 pages. New York: The 
Macmillan Company, 1950. Price $3.50. 

The young practitioner has to learn a great deal more 
than actual medical knowledge when he establishes his prac- 
tice, either by experience or through the advice of an older 
colleague. It is the purpose of this book to offer such 
advice on the various problems which beset the physician 
about to start in practice. It has been written particularly 
for those who wish to enter the field of internal medicine 
or a general practice. 


The first section of the book is concerned with “initiating 
a practice,” as for instance the layout for the first office, 
the laboratory, the uses of fluoroscopic equipment, and the 
relations to be established with patients, older doctors, hos- 
pitals, and the local medical group. In Part II, the author 
tecommends methods of approach in the diagnosis and 
treatment of a number of common clinical problems. Here, 
too, he aims to supplement, rather than to repeat, the in- 
formation obtained in medical school. Thus, he answers 
questions such as the “early management of an undiagnosed 
case;” the explanation of the diagnosis to the private pa- 
tient; what to tell the patient when he asks about his blood 
Pressure; laboratory examinations to be done in the home, 
and many others. In this and in later chapters, psycho- 
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somatic treatment is stressed, and justifiably so; it seems, 
however, that only a physician well-grounded in psychiatry 
should carry out some of the many psychotherapeutic meas- 
ures which the author recommends to the young general 
practitioner. 

The third section, which is of great interest, describes the 
role of the doctor as adviser in family problems and as 
councillor of the adolescent, the married couple, the parent, 
and the aged. The advice offered on these important aspects 
of medical practice is sound and intelligent. 

Inspiration and valuable suggestions are to be derived 
from the study of this book. 


Fractures and Dislocations in General Practice. By John 
Hosford, M.S. Lond., F.R.C.S., Surgeon to St. Bartholo- 
mew’s Hospital; Second Edition revised by W. D. Coltart, 
M.B., B.S. Lond., F.R.C.S., Assistant Orthopedic Surgeon 
to St. Bartholomew’s Hospital. 290 pages, illustrated. 
New York: Paul B. Hoeber, Inc., 1950. Price $5.00. 

W. D. Coltart has revised Fractures and Dislocations in 
General Practice, and has carefully edited it up to date. 
The authors have outlined in brief, and concise form, at 
least one method of treatment of most types of fractures. 
The volume is intended for the occasional user of fracture 
methods, and no effort has been made to discuss all possible 
treatments. The methods described usually are those com- 
monly used in Great Britain. They are good methods, well 
illustrated. Although less comprehensive as some of the 
larger texts on this subject, it seems to rather parallel the 
larger work by Watson-Jones in the same field. 

The text is easily read, and the descriptions are simplified. 
As a rule, this simplification is not carried to too great a 
degree for use by a general surgeon or general practitioner. 
In the opinion of this reviewer the treatment of the shaft 
of the humerus has been somewhat over simplified and 
greater emphasis is placed on “slab and swarth” technic 
than is generally accepted as wise in this country. Also in 
treatment of fractures of the femur more emphasis is placed 
on the use of the Thomas’ splint as definitive therapy than 
is usually considered advantageous by most orthopedic 
surgeons in this country. Nevertheless, this book can be 
wholeheartedly recommended for the use of general practi- 
tioners or as a brief handbook for the very occasional user 
of fracture technic principles. It is well written, well illus- 
trated, and does describe at least one method of treatment 
for all of the more common injuries. 


Factors Regulating Blood Pressure. Transactions of the 
Third Conference, May 5-6, 1949, New York, New York. 
Edited by B. W. Zweifach and Ephraim Shorr, Depart- 
ment of Medicine, Cornell University Medical College, 
New York, New York. 280 pages, illustrated. New York: 
Josiah Macy, Jr. Foundation, 1950. Price $2.55. 


This is the edited proceedings of the Third Conference 
of the Josiah Macy, Jr. Foundation on factors regulating 
the blood pressure. The hemodynamic factors concerned 
with the regulation of the blood pressure are discussed by 
many of the outstanding investigators in this field. The 
papers are presented with the discussions and criticisms in 
an extremely stimulating fashion. The blood pressure as 
related to the capillary, venous, and arterial systems, as well 
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as the role of the autonomic nervous system and the heart, 
are covered. This book should be of particular value to the 
research worker or investigator who has a particular interest 
in the cardiovascular system. 


Cardiography. By William Evans, M.D., D.Sc., F. R. C. P., 
Physician to the Cardiac Department of the London Hos- 
pital. 140 pages, illustrated. St. Louis: The C. V. Mosby 
Company, 1948. Price $6.75. 

This small book was intended primarily for the medical 
student preparing for a higher or qualifying examination, 
or for those who are called upon to interpret an occasional 
electrocardiogram. It is divided into two parts; the first 
devoted to electrocardiography and the second to phono- 
cardiography. It is almost completely devoid of a dis- 
cussion of the physiological basis of the electrocardiogram 
and all theoretical details are omitted. The CR chest leads 
are used throughout; however, this is not a serious defect 
since the tracings selected illustrate the various diagnoses 
well. The method of memorizing “patterns,” as presented 
here, is generally felt to be inferior as a way of teaching 
electrocardiography in this country. The section of rhythm 
disturbances is adequate, although some of the author’s 
opinions, particularly regarding the unity of paroxymal 
auricular tachycardia and flutter, are not generally accepted. 
“The section on phonocardiography is illustrated by trac- 
ings taken with a carbon microphone and a string gal- 
vanometer. This technic is inferior by modern standards 
and results in tracings unsuitable for detailed analysis. 


This book is inferior to most of the recent American texts 
devoted to electrocardiograph and is not recommended. 





Quinidine in Disorders of the Heart. By Harry Gold, M.D., 
Professor of Clinical Pharmacology at Cornell University 
Medical College. 115 pages. New York: Paul B. Hoeber, 
Incorporated, 1950. Price $2.00. 


This small manual is a brief but complete summary of 
the clinical use of quinidine. The author has drawn heavily 
from his personal experiences and investigations, which have 
been considerable, as well as the literature. The indications 
for quinidine are discussed and practical dosage schedules 
are outlined for the various rhythm disturbances. Careful 
consideration of the principles outlined in this book should 
do much to increase the efficiency of quinidine therapy as 
well as prevent the rare mishap from the use of this drug. 
This book is highly recommended. 





Surgical Management of Vascular Diseases. By Gerald H. 
Pratt, M.D., F.A.C.S., Associate Clinical Professor of 
Surgery, New York University, New York City. 496 
pages, illustrated. Philadelphia: Lea and Febiger, 1949. 
Price $10.00. 

This volume is divided into six sections which deal with 
nomenclature and case history; the arterial system; the 
venous system; the lymphatic system; surgery of the heart; 
and special technics. Disease processes are discussed as to 
etiology, pathology, symptoms, signs, diagnosis, prognosis 
and treatment. The author seems particularly interested in 
recent advances in the interruption of the sympathetic in- 
nervation. Arterial anastomoses and anticoagulant therapy 
are inadequately covered. 
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This is an easily read practical book dealing with a 
subject which is of increasing interest to medical science. The 
understanding and the management of vascular diseases has 
become a necessity in this day of geriatric progress. The 
volume is a practical and timely contribution to medical 
literature. 


Clinical Biochemistry. By Abraham Cantarow, M.D., Pro- 
fessor of Biochemistry, Jefferson Medical College; and 
Max Trumper, Ph.D., Commander, H(S), USNR, Lec- 
turer in Clinical Biochemistry and Basic Science Co- 
ordinator, Naval Medical School, National Naval Medical 
Center, Bethesda, Maryland. Fourth Edition. 642 pages, 
with 38 figures. Philadelphia: W. B. Saunders Company, 
1949. Price $8.00. 

Clinical biochemistry may be presented under two difier- 
ent plans. In the first plan, the clinical picture is described 
in terms of the concentration or rate of reaction of chemical 
compounds in the body. In the second plan the picture is 
described in terms of the functions of some organs with 
respect to these compounds. 

This book combines these two plans. Abnormal metab- 
olism of carbohydrate is presented under carbohydrate and 
again under diabetes. Nitrogen metabolism is discussed 
under protein and again under renal function. Some duplica- 
tion is unavoidable, but cross reference makes it easy for 
the busy clinician to find the needed information. 

Chapters I to XV deal with the biochemistry of carbo- 
hydrates, proteins, lipids, mineral elements, water and acid- 
base balance, respiratory exchange, energy metabolism and 
vitamins. The general plan is to present the normal metab- 
olism before the abnormal metabolism. 

Chapters XVI to XXIV resurvey the whole field from 
the standpoint of the physiologist. Diabetes occupies a 
whole chapter; renal functions, two chapters; then one each 
for hepatic, gastric, pancreatic functions and one for cerebro- 
spinal fluid; finally, one chapter on pregnancy and lacta- 
tion and one on endocrine function. These chapters are 
excellent. 

The book concludes with an “outline of chemical ab- 
normalities in various disorders” which is handy in the 
interpretation of clinical biochemistry findings. 

Although the book is moderate in size (553 pages, in- 
cluding bibliography) it has all the essential information 
that a clinician may need for the interpretation of chemical 
findings. It is thoroughly up to date, but the authors are 
cautious in not presenting any debatable idea without 
reservation. Perhaps this has been overdone. The ornithine 
cycle in the mechanism of urea formation (page 82), the 
renal origin of urinary ammonia (page 88), the hepatic 
origin of plasma albumin (page 79), to mention just a few 
examples, could be described with greater certitude than 
they are in this book. 


Saw-Ge-Mah (Medicine Man). By Louis J. Gariepy, M.D, 
Head of Surgical Staff, Detroit Medical, Surgical and 
Dental Group. 326 pages. St. Paul, Minnesota: Northland 
Press, 1950. Price $3.00. 

Here is a novel written by a doctor, about a doctor's 
boyhood, his years of study and early practice, and his 
eventual hard won success. The book is full of well known 
stereotypes: the beautiful nurse, the spiteful adversary (who 
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happens to be a resident here), the niggardly Scotsman, the 
cop with the heart of gold. But if the author does not 
share the literary distinction of his professional colleagues 
Chekhov and Somerset Maugham, he has still managed to 
write an absorbing, sometimes even exciting, story. He 
certainly knows his subject matter better than most people 
who write stories about doctors. The book may be pre- 
scribed as a very good evening’s entertainment to both the 
physician and his patients. 


Questions Medical State Board and Answers. By R. Max 
Goepp, M.D., Formerly Professor of Clinical Medicine, 
Graduate School of the University of Pennsylvania, and 
Professor of Medicine, Woman’s Medical College of Penn- 
sylvania; and Harrison F. Flippin, M.D., Associate Pro- 
fessor of Medicine at the Graduate School of the Uni- 
versity of Pennsylvania. Eighth Edition. 663 pages. 
Philadelphia: W. B. Saunders Company, 1950. Price $7.00. 
The old and trusted stand-by of candidates for the state 

board examinations has been thoroughly revised and brought 

up to date for this new edition. Only the section on 
anatomy has remained unchanged. A section on psychiatry, 
with a glossary of psychiatric terms, has been added. The 
chapters on clinical laboratory methods and on medical 
jurisprudence are particularly valuable. It is difficult for 
the medical student to obtain concise references on the 
latter subject. Some questions specifically related to pedi- 
atrics, such as data on growth and development of the 
infant, might be advantageously included in a future edition. 

The new “Goepp” is certain to find a cordial reception. 

Its method of question and answer is a challenging and 

interesting way of reviewing the enormous amount of sys- 

tematic information acquired in medical college. 


Introduction To Organic and Biological Chemistry. By L. 
Earle Arnow, Ph.D., M.D., Director of Research, Medical 
Research Division, Sharp and Dohme, Inc., Glenolden, 
Pennsylvania; and Henry C. Reitz, Ph.D., Assistant Pro- 
fessor of Biochemistry, Purdue University, Lafayette, 
Indiana. Second Edition. 795 pages, 90 illustrations. 
St. Louis: The C. V. Mosby Company, 1949. Price $5.75. 
This elementary text is designed for the use of premedical, 

predental, agricultural, dietetic and home economic students. 

In the first part fundamentals of chemistry are reviewed. In 

the second and third, organic and biological chemistry are 

presented. The contents are well chosen. 


Counseling the Handicapped in the Rehabilitation Process. 
By Kenneth W. Hamilton, Associate Professor of Social 
Administration, Ohio State University. 296 pages, with a 
few illustrations. New York: The Ronald Press Company, 
1950. Price $3.50. 

This book contains a thorough consideration of the prob- 
lems connected with the rehabilitation of handicapped per- 
sons. Part I describes the nature and purpose of rehabilita- 
tion. The second section deals with the rehabilitation 
Process. This includes a brief chapter on “physical restora- 
tion” or medical rehabilitation, but no attempt is made to 
discuss any details of medical treatment. Emphasis is rather 
placed upon vocational guidance, training, and placement; 
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also, upon the functions of the community as a whole, the 
rehabilitation counselor, and the “rehabilitation center,” in 
their efforts of aiding the handicapped person. Finally, the 
author reviews the results thus far attained through re- 
habilitation programs. 


With the exception of certain parts of the discussions 
which stress a psychotherapeutic approach to the problems 
of the handicapped person, the book contains little that has 
a direct bearing on the technical aspects of medicine. How- 
ever, it is a very workmanlike evaluation of a question 
which has tremendous social significance. Many physicians, 
therefore, will be interested to learn by what measures, in 
addition to medical treatment, these unfortunates are being 
restored to a useful and happy way of life. 


Electrocardiography. Fundamentals and Clinical Application. 
By Louis Wolff, M.D., Visiting Physician, Consultant in 
Cardiology and Chief of the Electrocardiographic Lab- 
oratory, Beth Israel Hospital; Associate in Medicine, 
Harvard Medical School. 187 pages, illustrated. Phila- 
delphia: W. B. Saunders Company, 1950. Price $4.50. 


The author’s purpose in writing this book is to present 
the beginner with the fundamentals of electrocardiography 
from an electrical and physiologic point of view, so that 
the beginner may interpret records without the necessity 
of memorizing “patterns.” The purpose is only partially 
carried out. The chapter on right ventricular hypertrophy 
is confusing. If the second explanation for the precordial 
electrocardiogram given by the author (which he seems to 
favor) is carried to its logical conclusion, it would appear 
that the electrocardiogram in right ventricular hypertrophy 
is due entirely to the abnormal position of the heart. This 
would make the precordial leads only slightly more valuable 
than the standard limb leads if it is the change of position 
of the heart that causes the pattern of right ventricular 
hypertrophy to appear. One wonders a little at the diagram 
on page 67 on the effect of muscle injury on the electro- 
cardiogram. The upright T-wave following muscle necrosis 
with lethal injury as well as the upright T-wave in the left 
intraventricular cavity lead is not the usual picture. 

The first part of the volume covers the basic principles 
of electrocardiography; the second part, clinical electro- 
cardiography. Actual electrocardiograms are shown rather 
than diagrams. Rhythm disturbances are not discussed 
since the author feels their interpretation is not based upon 
knowledge of electrical phenomena associated with the heart 
beat. While this opinion is open to some question, the 
omission is not a serious defect. This book was not intended 
as a textbook of electrocardiography; and this knowledge 
is easily available elsewhere. The presentation is simple and 
understandable. The minor defects noted above represent 
not so much the fault of the author as the incompleteness 
of knowledge in this field. 





Principles and Practice of Therapeutic Exercises. By Hans 
Kraus, M.D., Assistant Clinical Professor of Rehabilitation 
and Physical Medicine, New York University College of 
Medicine, New York City. 309 pages, illustrations by 
Richard Kroth. Springfield, Iinois: Charles C. Thomas, 
Publisher, 1949. Price $6.50. 

Dr. Kraus has outlined useful therapeutic exercises to- 
gether with brief discussion of the physiology of muscle 
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exercises together with methods of measurement of strength. 
The print in this brief book is large, the illustrations are 
adequate, and the exercises outlined in the book are 
good. The more experienced user will unquestionably wish 
to vary some of the outlined exercises for some conditions. 
Nevertheless it must be admitted that the exercises outlined 
are in themselves quite good, and this brief book can be 
recommended for the use of physiotherapists, general practi- 
tioners, and general surgeons. 

Unquestionably until the last few years insufficient em- 
phasis has been placed on muscular skeletal exercises and 
the coordination of muscular development in rehabilitation. 
This brief book can be easily understood and the methods 
outlined certainly should be in more general application 
than they are at the present time. 


Conference on Problems of Aging. Transactions of the Tenth 
and Eleventh Conferences, February 9-10, 1948, and 
April 25-26, 1949. Edited by Nathan W. Shock, Chief, 
Section on Gerontology, National Heart Institute, National 
Institutes of Health and The Baltimore City Hospitals, 
Baltimore, Maryland. 258 pages. New York: Josiah 
Macy, Jr. Foundation, 1905. Price $3.75. 


The Josiah Macy, Jr. Foundation is sponsoring a con- 
ference program which brings together a small group of 
workers in various fields of science to discuss annually “a 
wide variety of problems in the field of medicine and the 
closely related disciplines.” This volume contains reports 
and discussions of research projects concerning certain prob- 
lems of aging which were taken up by one of these con- 
ference groups. The 1948 conference deals chiefly with 
clinical questions, for instance “problems encountered in an 
old age counselling center.” The 1949 conference concen- 
trates on longevity studies through laboratory experimenta- 
tion. Each brief report on some research problem is fol- 
lowed by the record of an informal discussion and exchange 
of views. This book gives a cross-section of the research 
activities in this country and abroad, in a field which is 
steadily becoming more important. 





Visual Development. (Volume 1) By J. H. Prince, F.R.MS., 
F.Z.S., F.B.0.A., F.S.M.C., Late Regional Association 
Lecturer in Comparative Ocular Anatomy and Ocular 
Evolution. With a foreword by Professor H. Hartridge, 
M.A., M.D., Sc.D., M.R.C.P., F.R.S., Professor of Physi- 
ology, University of London at St. Bartholomew’s Medical 
College, Director, Vision Research Unit, Medical Research 
Council, etc. 418 pages, illustrated. Baltimore: The 
Williams and Wilkins Company, 1949. Price $9.50. 


Visual research has occupied many British investigators 
since the time of Thomas Young a century and a half ago. 
Hartridge, one of the most outstanding of the British 
workers in this field, has written an interesting foreword 
to this volume. 

The first third of this book considers interrelated scientific 
and philosophic facts concerning the mechanism of vision and 
perception in man and animals. The author suggests that 
man has only one sense which is perception, with at least 
five contributory factors: sight, smell, touch, taste and 
hearing. Perception, he believes, is a coordination of these 
factors modified or elaborated by mental deliberation and 
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experience. The so-called “five senses” are merely receptors 
for the stimuli which promote perception. 

The second third of the book considers the evolution of 
the vision of invertebrates and vertebrates and the evolu- 
tion of nocturnality and diurnality. Of great interest are 
the excellent photographs and diagrams of the external eye, 
the various types of pupils in many animals and the large 
number of fundus paintings in the animal kingdom. There 
are many excellent retinal photomicrographs of many ani- 
mals. 

The final portion of the book deals with the evolution 
of night vision and dark adaptation in man, and tests for 
them. As an appendix, the author describes his method of 
examination of animals and of obtaining and mounting 
specimens from thein. 

This book, which is Volume 1 of a study of this subject, 
contains much intriguing visual information and conjectures 
and for this can be highly recommended. 





Introduction to Physiological and Pathological Chemistry, 
With Laboratory Experiments. By L. Earle Arnow, Ph.G., 
B.S., Ph.D., M.B., M.D., Director of Research, Medical 
Research Division, Sharp and Dohme, Inc., Glenolden, 
Pennsylvania. With an Introduction by Katharine J. 
Densford, R.N., B.A., M.A., D.Sc., Professor of Nursing 
and Director of the School of Nursing, University of 
Minnesota, Minneapolis. Third Edition. 595 pages, illus- 
trated. St. Louis: The C. V. Mosby Company, 1949, 
Price $4.00. 


This book, designed for nurses, begins with an introduc- 
tion to chemical science. Part II deals with physiological 
and pathological chemistry and Part III with laboratory 
work. The appendix, methods for removing stains, is useful. 
There are study questions at the end of each chapter. 
The theory of the ketogenic, antiketogenic ratio (page 415) 
is now largely abandoned, and it would seem that this 
could be advantageously omitted in an elementary text of 
this kind. Otherwise, the field is well covered. 


Coagulation, Thrombosis and Dicumarol. With an Appendix 
on Related Laboratory Procedures. By Shepard Shapiro, 
M.D., Assistant Professor of Clinical Medicine, New York 
University College of Medicine; and Murray Weiner, 
B.S., M.S., M.D., Fellow in Medicine, New York Uni- 
versity College of Medicine. 131 pages. New York: 
Brooklyn Medical Press, 1949. Price $5.50. 

Internists and surgeons, in fact all physicians or laboratory 
workers who are concerned with the management of 
thrombo-embolic disease, will benefit from this work. The 
senior author is one of the pioneers in the use of dicumarol. 
He speaks with authority from his extensive experience. 
Known facts are presented about the use of dicumarol in 
clinical conditions as well as the experimental and laboratory 
work which appears to have a practical application. The 
clotting mechanism is discussed from a practical standpoint. 
The use of heparin is briefly mentioned, as are surgery and 
other therapeutic measures. An interesting argument is 
presented for the intermittent use of dicumarol. The in- 
fluence of other drugs on dicumarol therapy is covered and 
the indications and contraindications are listed. An appendix 
at the end of the book with useful laboratory procedures 
will be of value to the laboratory worker. 
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Southern Medical News 


ALABAMA 


Baptist Hospital, Birmingham, recently completed a $40,000 addi- 
tion to its Highland Avenue unit which will be used to house the 
Radiology Department. This Department has three specialists, all 
Diplomates of the American Board of Radiology: Dr. Melson Barfield- 
Carter, Dr. J. W. Underwood and Dr. P. A. Morgan. 

Dr. Tom D. Spies, Director, Nutrition Clinic, Hillman Hospital, 
Birmingham, has been selected by the editors of Dixie Business, At- 
lanta, Georgia, as one of the South’s fifty foremost leaders of 1950, 
being cited because of his work “‘for humanity through the wonder 
drug cortisone and its companion hormone, ACTH.” 

Dr. James S. McLester, Birmingham, has been named a member 
of the governing body of the American Heart Association. Other 
Alabama physicians who are members are Dr. Edgar G. Givhan, Jr., 
Birmingham; Dr. William H. Block, Hartselle; Dr. S. G. Latiolais, 
Dothan; and Dr. G. C. Segrest, Mobile. 

Dr. Frank M. Schabel, Jr., for the past three years virologist for 
the Chicago Poliomyelitis Survey, Chicago, Illinois, has joined the 
staff of the Baptist Hospital, Birmingham, as microbiologist. 

Dr. Casey, pathologist and Director, Baptist Hospital Lab- 
oratories, Birmingham, delivered a paper ‘‘Selective Factors in Trans- 
planted Tumors of the Rabbit and Mouse’? at the Fifth Interna- 
tional Cancer Congress, held in Paris, France, July 17-22. The work 
covered was done under a grant of the American Cancer Society. 

Dr. Wilmot S. Littlejohn, Chief, Division of Neurology, Medical 
College of Alabama, Birmingham, who has been appointed to the 
National Medical Advisory Board of the National Multiple Sclerosis 
Society, met with the Board in Atlantic City, New Jersey, in June. 
The Advisory Board studies the cause and treatment of multiple 
sclerosis and recommends funds for research projects in the study of 
the disease. 

Dr. Leon S. Smelo, Birmingham, has been appointed for a three-year 
term to the State Board of Medical Technicians, succeeding Dr. M. Y. 
Dabney, whose term expired. 

Dr. Alexander S. Moffett, Bessemer, has become senior surgeon 
and director of a new hospital at Taylorsville, North Carolina. 

Medical College of Alabama, Birmingham, has received a grant of 
$25,000, the second grant received by the school, to be used to train 
medical students and undergraduates in cancer detection and treat- 
ment. The cancer teaching grant was renewed by the U. S. Public 
Health Service. Dr. Roger D. Baker is head of the Pathology De- 
partment of the school, heading the cancer program since its inception 
two years ago. 





ARKANSAS 


Dr. R. B. Robins, Camden, was elected Vice-President of the 
— Medical Association at its meeting held in San Francisco 
in June. 

University of Arkansas School of Medicine, Little Rock, has been 
awarded a grant of $10,000 by the National Cancer Institute for 
“investigation of life history of intra-epithelial carcinoma of cervix,’ 
under the direction of Dr. Willis E. Brown. 

Dr. S. H. Kirkham, Nashville, is located at Little Rock for the 
practice of medicine. 

Dr. John T. Gray, formerly of Little Rock, has opened offices in 
Jonesboro for the practice of orthopedic and traumatic surgery. 

Dr. J. A. Norton, formerly of El Dorado, is engaged in the practice 
of radiology at the Texarkana Hospital. 





DISTRICT OF COLUMBIA 


Diabetes Association of the District of Columbia, Inc., has elected 
Dr. Maurice Protas, President; Dr. E. Clarence Rice, First Vice- 
President; Dr. Joseph Roe, Second Vice-President; and Dr. K. Ham- 
mond Mish, Secretary-Treasurer, all of Washington. 

Dr. Lloyd H. Mousel, Washington, has taken over his new duties 
as Chief of ———- and the Operating Room Section of the 
Swedish General Hospital, Seattle, Washington. 

Dr. Brian B. Blades, Professor of Surgery, George Washington 
penntiy School of Medicine, Washington, was the 1950 Kober 

urer. 

Dr. Harry H. Kerr, Past President and co-founder of the District 
Division of the American Cancer Society, Washington, has been 
awarded the St. George medal for ‘‘distinguished service in cancer 
control,’’ a national recognition. 

Dr. Julius S. Neviaser, Washington, was elected the first President 
of the Orthopedic Alumni Association of the Hospital for Joint Diseases 
in New York in the early spring. 

Dr. Edward W. Hawthorne, Washington, has been awarded by the 
Life Insurance Medical Research Fund a postgraduate research fellow- 
ship for research under the supervision of Dr. George E. Wakerlin at 
the University of Illinois College of Medicine, Chicago, Illinois. 
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Washington Ophthalmological Society has elected Dr. Thomas A. 
Eagan, President; Dr. Everett S. Caldemeyer, Vice-President; Dr. 
Joseph Dessoff, Secretary-Treasurer; and Dr. Spencer Dryden, member 
of Executive Committee. 

District_ of Columbia Tuberculosis Association has elected to its 
Board of Directors Dr. Frederick C. Fishback and Dr. Robert Bier. 

George Washington University Hospital’s Department of Physical 
Medicine, Washington, was presented with a check for $3,261.98 by 
the Civilian Rehabilitation Committee. This gift will be used to 
purchase additional equipment for the Department. 

American Therapeutic Society at its fifty-first annual meeting held 
in Boston in April installed Dr. James Alexander Lyon, Washington, 
President. Dr. Oscar B. Hunter, Washington, continues as Secretary. 

Dr. Seamus Patrick Nunan, Washington, and Miss Harriet Bar- 
bara McCormick, New Brunswick, New Jersey, were married recently. 

Dr. Thomas George Edison and Miss Katherine Nelson Fisher, both 
of Washington, were married recently. 

Dr. John H. Lyons, Washington, left early in July for Japan to 
conduct clinics, make ward rounds, give lectures and teach during his 
visit to the Far East Command. 

Dr. John B. Bardwell, Chief of the Tuberculosis Division of the 
Veterans Administration Department of Medicine and Surgery, re- 
ceived the 1950 Trudeau Medal for his accomplishments in the fight 
against tuberculosis at the recent meeting of the National Tuberculosis 
Association held in Washington. He was President of the American 
Trudeau Society in 1943. 





FLORIDA 


Florida Medical Association, at its seventy-sixth annual meeting 
held in Hollywood, installed Dr. Herbert E. White, St. Augustine, 
President; and elected Dr. David R. Murphey, Jr., Tampa, President- 
Elect; Dr. Richard A. Mills, Ft. Lauderdale, First Vice-President; 
Dr. Walter C. Page, Cocoa, Second Vice-President; Dr. James H 
Pound, Tallahassee, Third Vice-President; and re-elected Dr. Robert 
B. Mclver, Jacksonville, Secretary-Treasurer. The 1951 meeting will 
be held in Hollywood, April 22-25. 

Dr. Clyde O. Anderson, St. Petersburg, has been elected President, 
University of Florida Alumni Association. 

Dr. Frank G. Slaughter, Jacksonville, has been re-elected President, 
Tuberculosis Association of Duval County. 

At the annual meeting of the Active Members of the Florida Blue 
Shield Plan held in Hollywood the following physicians were elected 
to the Board of Directors to serve for three years: Dr. Duncan T. 
McEwan, Orlando; Dr. Eugene G. Peek, Ocala; Dr. Herbert E. 
White, St. Augustine; Dr. William M. Rowlett, Tampa. The follow- 
ing physicians were elected officers: Dr. Leigh F. Robinson, Ft. 
Lauderdale, President; Dr. Walter C. Jones, Miami, First Vice- 
President; Dr. Herbert E. White, St. Augustine, Secretary; and Dr. 
Frederick J. Waas, Jacksonville, Treasurer. . 5 

Dr. Frederic R. Eastland, Chief of Professional Services, Veterans 
Administration Hospital, Lake City, has been appointed Manager of 
the Veterans Administration Hospital, Dallas, Texas, succeeding Dr. 
J. Ralston Wells, who has been made Manager of a new V-A Hospital 
at Grand Island, Nebraska. 





GEORGIA 


A medical research building will be erected adjacent to Emory 
University Hospital, Atlanta, at a cost in excess of $1,500,000, the 
National Cancer Institute grant of $500,000 providing for cancer 
research facilities, and the remaining amount being donated by 
private sources. A 127-man dormitory for single students is also 
being constructed. The President of Emory University, Dr. Goodrich 
C. White, made this announcement, stating it climaxes a decade- 
long struggle to find the funds for providing space for inadequately 
and temporarily housed medical school faculty, teaching and research 
activities. 

Warren A. Candler Hospital staff, Savannah, has elected Dr. Walter 
E. Brown, President; Dr. C. R. A. Redmond, Vice-President; and 
Dr. Anne Hopkins, Secretary, re-elected. 7 

Dr. Walter W. Daniel, Atlanta, has been elected President, Atlanta 
Wofford College Alumni Club. St ah im 

Recent appointments at Emory University School of Medicine, 
Atlanta, are: Dr. and Mrs. Alfred E. Wilhelmi, former Professors at 
Yale, Dr. Wilhelmi being head of the Department of Biochemistry 
and Mrs. Wilhelmi (Dr. Jane A. Russell), Assistant Professor; Dr. 
Rolla Eugene Dyer, formerly Director, Division of Infectious Diseases, 
U. S. Public Health Service, Washington, as Director of Research in 
the Winship Clinic; Dr. Richard E. Boger as Assistant in Pediatrics; 
and Dr. Bernard S. Lipman, Assistant in Medicine. : 

Dr. C. Purcell Roberts, Atlanta, was made a Fellow of the American 
College of Physicians at a recent annual meeting held in Boston. 

Dr. Amey Chappell, Atlanta, has been elected a trustee of Pied- 
mont College, Demarest. 

Dr. John $. Atwater, Atlanta, has been elected a member of the 

let; 


American Gastroenterological vy. ' A 

Dr. Robert G. Ferrell, at Dublin since 1936, is located in the Pro- 
fates Building, Macon, where he will do surgery and general 
practice. 

Georgia Chapter of Ophthalmology and Otolaryngology has elected 
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Dr. Braswell E. Collins, Waycross, President; Dr. Thomas S. Harbin, 
Rome, Vice-President; and Dr. W. E. Matthews, Augusta, Secretary- 
Treasurer. 

The Kennestone Hospital, Marietta, was dedicated May 22. 
a 105-bed hospital, constructed at a cost of $1,500,000. 

Georgia Department of Public Health at its twenty-first annual 
meeting held in Savannah installed Dr. C. D. Bowdoin, Atlanta, 
President; and elected Miss Bessie Swann, Atlanta, President-Elect; 
Dr. John Venable, Griffin, Vice-President; Mr. C. S. Buchanan, 
Atlanta, Secretary; and Mr. Ernest B. Davis, Atlanta, Treasurer. The 
1951 meeting will be held in Savannah for the fourth consecutive 
time. 

Dr. Marcus L. Howard, formerly of Dawsonville, has opened offices 
in Dahlonega. 

Dr. J. Harold Harrison, Wrightsville, has been named to the Johnson 
County Board of Health for a four-year term. 

Dr. I. S. Giddens, Lakeland, is Manager of 
Memoria! Hospital, Lakeland. 

Dr. Lewis W. Moore, formerly of Atlanta, has opened offices in 
the Peoples Bank Building, Winder, for the practice of medicine and 
surgery, being associcted with Dr. E. R. Harris. 

Dr, C. T. Nellans, Atlanta, succeeds the late Dr. J. A. McAllister, 
as Chief Medical Officer of the Veterans Administration Regional 
Office. 

Dr. Samuel R. Poliakoff, formerly of Abbeville, South Carolina, has 
been appointed Assistant of Obstetrics and Gynecology, Emory Uni- 
versity Hospital, Atlanta. 

Dr. W. D. Willcox, Fitzgerald, and Dr. William Sams, Macon, are 
associated with Dr. Herman L. Dismuke and Dr. G. W. Willis at the 
Ocilla Hospital, Ocilla, for the practice of medicine and surgery. 

Washington Clinic Building, Washington, owned by Dr. A. W. 
Simpson, Jr., was opened recently. 

Dr. Charles Edward Wills, Sr., Washington, has been notified of 
his acceptance as a Fellow of the International College of Surgeons, 
which was founded in 1935 with headquarters at Geneva, Switzerland. 

Dr. Wallace E. Winter, formerly Acting Director, Gracewood 
Training School for Mental Defectives, Gracewood, has resigned that 
position to be Resident Physician, Orange Memorial Hospital, Orlando. 

Dr. Clifton H. Smith and Dr. John H. Hood, have become Managers 
of the Veterans Administration Hospitals at Augusta and Atlanta, 


It is 


the Louis Smith 


respectively. 
Dr. Frank V. Meriwether has been named Medical Director of 
Region VI, U. S. Public Health Service, headquarters in Atlanta, 


which includes Alabama, Florida, Georgia, Mississippi, South Carolina, 
Tennessee, Puerto Rico and the Virgin Islands. He succeeds Dr. W. K. 
Shap, retired, who is now connected with the Alabama State Depart- 
ment of Health, Montgomery, Alabama. 

Medical College of Georgia, Augusta, has been awarded a $16,800 
grant by the Life Insurance Medical Research Fund for research by 
Dr. W. F. Hamilton on the hemodynamics of circulatory disturbances; 
and also a $3,873 grant by the National Cancer Institute for the 
detection of prostatic cancer by exfoliative cytology and study of 
tissue changes following hormonal therapy under direction of Dr. 
D. C. Williams, Jr., and Dr. H. E. Nieburgs. 

Dr. William L. Ballenger and Mrs. A. M. Elton, both of Atlanta, 
were married recently. 


KENTUCKY 


Dr. Elmer L. Henderson, Louisville, a past president of the 
Southern Medical Association, was installed President of the American 
Medical Association at its annual meeting held in San Francisco in 
June. Other American Medical Association presidents from Kentucky 
were: Dr. Henry Miller, 1859; Dr. D. W. Yandell, 1872; Dr. J. M. 
Mathews, 1899; Dr. L. S. McMurtry, 1905; Dr. Irvin Abell, Sr., 
1938 (president of the Southern Medical Association in 1933); and 
Dr. Fred W. Rankin, 1942. 

Southwestern Kentucky Medical Association at its annual meeting 
held in Paducah elected Dr. John G. Samuels, Jr., Hickman, Presi- 
dent; and Dr. William P. Hall, Paducah, Secretary-Treasurer. 

Dr. Tracy Jones, Louisville, Assistant Health Commissioner and 
Director of county health work for the State Health Department, 
resigned in June to take up further study in public health and 
industrial medicine at Johns Hopkins University, Baltimore, Maryland. 

Dr. E. L. Kennedy, Smithland, celebrated his fiftieth year as a 
practicing physician on March 27. 

Dr. W. L. Moore, Madisonville, celebrated his 84th birthday May 6 
and his fifty-fifth year in the practice of medicine. 

Dr. Peter Trinca, Director, Haws Hospital, Fulton, was made a 
Senior Fellow in the Southeastern Surgical Congress recently. 

Dr. Henry H. Sweets, Jr., Lexington, has accepted a position at 
the University of Mississippi School of Medicine, University, Missis- 
sippi, as Director of the University Hospitals Laboratories and as 
Associate Professor of Clinical Pathology of the school. 

The name of Sweets Pathological Laboratory, Lexington, formerly 
owned by Dr. Henry H. Sweets, Jr., has been changed to The Doctor’s 
Laboratory. 

Dr. Ephraim Roseman, Louisville, was elected President, American 
Branch of the International League Against Epilepsy at a recent 
meeting in Cincinnati, Ohio. 

Dr. John B. Floyd, Sr., Manager, Veterans Administration Hospital, 
Outwood, has been named to the Chairmanship of the Committee on 
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Tuberculosis for Kentucky State Medical Association to succeed the 
late Dr. Paul A. Turner. 


LOUISIANA 


New Orleans Graduate Medical Assembly announces the date for 
the 1951 meeting, March 5-8, Municipal Auditorium, New Orleans. 
The officers for the current year are: Dr. Edwin H. Lawson, Presi- 
dent; Dr. Edgar Hull, President-Elect; Dr. Charles B. Odom, Dr. J. 
Kelly Stone and Dr. Jules Myron Davidson, Vice-Presidents; Dr. 
Woodard D. Beacham, Secretary; Dr. H. Ashton Thomas, Treasurer; 
Dr. Ambrose H. Storck, Director of Program; Dr. Rufus H. Alldredge, 
Assistant Director of Program; and Dr. George M. Haik, Assistant 
Director of Program. Executive Committee: Dr. Curtis Tyrone, (re- 
tiring president), Dr. Andrew V. Friedrichs, Dr. Robert A. Robinson, 
Dr. H. Vernon Sims, and Dr. M. T. Van Studdiford. 

Tulane University School of Medicine, New Orleans, has been 
awarded a grant of $8,737 by the National Cancer Institute for 
cytologic diagnosis of cancer and evaluation of methods and training 
of personnel, under the direction of Dr. William H. Harris, Jr.; and 
the Louisiana State University School of Medicine, New Orleans, a 
grant of $8,100 for cytologic diagnosis of cancer under the direction 
of Dr. Russell L. Holman. 

New Orleans Gynecological and Obstetrical Society has installed 
Dr. John S. Herring, President; and elected Dr. Harry Meyer, Presi- 
dent-Elect; Dr. Curtis J. Lund, Vice-President; Dr. Edward W. 
Nelson, Secretary; and Dr. John C. Weed, Treasurer. 

Sara Mayo Hospital, New Orleans, has re-elected to its staff Dr. 
F. L. Jaubert, President; Dr. Walter Diaz, Vice-President; and Dr. 
Carroll Smithers, Treasurer. Dr. Beverly Blood was elected Secretary. 

Louisiana Dermatological Society has elected Dr. V. Medd Hening- 
ton, Chairman; and Dr. Raphael Ross, Jr., Secretary. 

Dr. Ernest Carroll Faust, New Orleans, was commissioned by the 
U. S. Department of State to present lectures and conduct seminars 
this summer in South America and other Latan American countries; 
to inspect facilities of Gorgas Memorial Laboratory in Canal Zone; 
lecture at School of Medicine, Bogota, Columbia; serve as Visiting 
Professor of Parasitology, University of Chile; visit San Marcus 
University, Lima, Peru; represent Tulane University School of Medicine 
—— International Congress of Microbiology, Rio de Janiero, and 
others. 

Dr. Edward L. King, Professor and head of the Department of 
Obstetrics, Tulane University School of Medicine, New Orleans, retired 
July 1 after thirty-seven years as a medical teacher. He will become 
Emeritus Professor of Obstetrics at the school and will continue 
private practice in New Orleans. Dr. Conrad G. Collins has been 
promoted from Professor and head of the Department of Gynecology 
and Associate Professor of Obstetrics at the school to Chairman of 
the newly combined Department of Obstetrics and Gynecology. 

Dr. Walter S. Wilde, New Orleans, is at the Oak Ridge Institute 
of Nuclear Physics for the summer conducting research on the 
exchange of potassium between blood plasma and liver and muscle 
cells. 

Dr. Bertha Riveroll Noble, New Orleans, spent the month of June 
as consultant ophthalmologist to the Pan American Sanitary Bureau 
in Venezuela, studying the eye involvement in patients affected with 
onchocerciasis. 

Two recent Tulane University of Louisiana School of Medicine 
graduates, Richard Smith of Fort Worth, Texas, and Lewis Post of 
New Orleans, were awarded the annual History of Medicine prizes 
for the 1949-50 school year; Dr. Smith the Rudolph Matas Award 
for the most outstanding paper presented by a student before the 
Society during the year, and Dr. Post the Isaac Ivan Lemann Award 
for the exceptional paper presented before the Society. 

Be. GC. C. grain, New Orleans, has been re-elected President 
of the Executive Committee of France-Amerique de la Louisiana, 
Incorporated; and Dr. Homer Dupuy, New Orleans, re-elected Vice- 
President. 

Dr. J. T. Nix, New Orleans, recently received a doctor of philosophy 
degree in surgery from the University of Minnesota, a rarely awarded 


legree. 

Dr. B. Bernard Weinstein, New Orleans, was elected to honorary 
membership in the Argentine Society for the Study of Sterility when 
the organization met recently in Buenos Aires. 

Dr. Malter A. Salatich has been appointed Assistant Director of 
Charity Hospital, New Orleans, as of July 30. é 

Dr. Neal Owens, New Orleans, has been elected Chairman, 
American Board of Plastic Surgeons. 

Louisiana State Gynecological and Obstetrical Society has re-elected 
Dr. Eugene Countiss, President. Dr. Curtis J. Lund is the Secretary- 
Treasurer. 

Orleans Academy of Internal Medicine has elected Dr. Gordon 
McHardy, President; Dr. Edward Matthews, Vice-President; and Dr. 
John J. Archinard, Secretary-Treasurer, all of New Orleans. i 

Dr. Walter J. Otis, New Orleans, was elected President, National 
a of Private Psychiatric Hospitals at a recent meeting held 
in Detroit. 

New Orleans Pure Milk Society at its annual meeting elected Dr. 
Wm. C. Rivenbark, President; Dr. Ruth Aleman, Vice-President; 
Dr. Joseph Craven, Secretary-Treasurer; and Dr. Alma M. Sullivan, 
Assistant Secretary. 

Dr. Woodard D. Beacham, New Orleans, was elected President- 
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Special formula products 
of wide interest 


to physicians 


To aid in solving the perplexing 
infant feeding problems encountered 
in daily practice. Literature, 
including formula tables, 
available on request. 


MEAD JOHNSON & CO. 
EVANSVILLE 21,IND.,U.S.A. 
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Alacta*— Powdered half-skim milk, for use 
when fat tolerance is low or gastric emptying 
prolonged, as in hot weather or during bouts of 
infectious disease. An outstanding milk prod- 
uct for prematures, 


Casec* — A concentrated (88%) protein supple- 
ment highly useful in dietary management of 
diarrhea and colic. Valuable for increasing the 
protein content of the formula or diet. 


Mead’s Powdered Lactic Acid Milk No. 2— 
Acidified whole milk. Valuable when a milk of 
exceptional digestibility is indicated, as for mal- 
nourished or undernourished infants and in 
certain digestive disorders. 


Mead’s Powdered Protein Milk— Powdered 
lactic acid milk of high protein, low carbohy- 
drate and average fat content. Highly useful in 
celiac disease and in diarrhea. 


Nutramigen*—A nutritionally adequate truly 
hypoallergenic food — containing a nonanti- 
genic casein hydrolysate combined with carbo- 
hydrate, fat, minerals and crystalline B vita- 
mins. Invaluable for infants sensitive to milk 
or other foods. 


*T.M. Reg. U.S. Pat. Off. 
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Elect, National Federation of Obstetric-Gynecologic Societies at the 
meeting of this organization held in connection with the International 
and Fourth American Congress of Obstetrics and Gynecology in New 
York in May. 

Tulane University School of Medicine, New Orleans, has been 
awarded a $12,600 grant by the Life Insurance Medical Research 
Fund for research by Dr. George E. Burch on the relationship of 
tropical and sub-tropical climates to cardiovascular states in health 
and disease; and a $7,875 grant for research by Dr. Lewis Thomas on 
the pathogenesis of rheumatic fever. 





MARYLAND 


Medical and Chirurgical Faculty of the State of Maryland has 
elected Dr. Walter D. Wise, Baltimore, President. Dr. George H. 
Yeager is Secretary and Dr. J. Albert Chatard, Treasurer, both of 
Baltimore. 

Dr. Dean W. Roberts, Baltimore, has been appointed to the newly 
created position of Deputy Director of Health by the State Board of 
Health. 

Dr. John F. Roach, Baltimore, was appointed Professor and 
Director, Department of Radiology, Albany Medical College, and 
5 in Chief to the Albany Hospital, Albany, New York, as 
of July 1. 

Dr. Warfield M. Firor, Baltimore, was elected a Vice-President of 
the American Surgical Association at its annual meeting. 

Dr. Ruth Baldwin, a graduate of the University of Maryland, De- 
cember 1943, has completed a Fellowship under Dr. William Lenix 
at the Seizure Clinic, Boston, Massachusetts. 

Dr. Joseph Harris and Dr. Lawson L. Rosenberg, Baltimore, have 
been awarded student research fellowships by the Life Insurance 
Medical Research Fund, Dr. Harris to work under the supervision 
of Dr. Leslie Hellerman, Johns Hopkins University School of Medicine, 
and Dr. Rosenberg under the supervision of Dr. W. Mansfield Clark, 
Johns Hopkins University School of Medicine, Baltimore. 

Maryland State Department of Health, Baltimore, has been awarded 
a $9,900 grant by the National Cancer Institute for an epidemiologic 
study of cancer by Dr. W. Ross Cameron. 





MISSISSIPPI 
Dr. Henry H. 


Sweets, Jr., formerly of Lexington, Kentucky, is 
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Hospital Laboratories and Associate Pro- 
of Mississippi School 


Director of the University 
fessor of Clinical Pathology at the University 
of Medicine, University. 

Dr. Mary Frances Mayfield, Laurel, is now interning at Southern 
Baptist Hospital, New Orleans, Louisiana, having finished four years 
of medical study at Tulane University School of Medicine. 





MISSOURI 


Dr. Evarts A. Graham, St. Louis, was the recipient of the Dis 
tinguished Service Medal of the American Medical Association at the 
annual he of the Association held in San Francisco in June. 

Dr. J. O'Connell, a practicing Kansas City physician for forty 
years, me named “General Practitioner of the Year’? by the Greater 
Kansas City Academy of General Practice at its meeting held in 


May. Dr. Joseph Getelson was elected President of the Academy; 
Dr. P. C. Quistgard, Vice-President; Dr. R. Paul Wright, Secretary; 
and Dr. Mary Cortner, Treasurer. 

Washington University Medical Alumni Association, St. Louis, has 


Dr. A. N. Arneson, First 
Vice-President; and 


elected Dr. James Barrett Brown, President; 
Vice-President; Dr. Wendell G. Scott, Second 


Dr. George W. Ittner, Secretary-Treasurer. 

Kansas City O. O. R. L. Society recently installed Dr. John §, 
Knight, President; and elected Dr. A. W. McAlester, III, President- 
Elect; Dr. Winfred L. Post, Joplin, Vice-President: and Dr. B. C. 
Trowbridge, Kansas City, Secretary. 

Dr. Ralph H. Major, Kansas City, was elected President, American 
Association of the History of Medicine at its recent annual meeting. 

Washington University School of Medicine, St. Louis, has been 
awarded a $12,075 grant by the Life Insurance Medical Research 
Fund for research by Dr. Robert F. Furchgott on the contractility 


and metabolism of smooth muscle; and a $6,825 grant for research 
by Dr. Robert L. Glaser on the pathogenesis of experimental strep- 
tococcal infections and their relation to rheumatic fever. 

Dr. John W. Berry, St. Louis, has received a postgraduate research 
fellowship, awarded by the Life Insurance Medical Research Fund, for 
research under the supervision of Dr. W. Barry Wood, Jr., Was hington 
University School of Medicine, St. Louis. 

Dr. Joseph Larner, St. Louis, has received a postgraduate research 
fellowship, awarded by the Life Insurance Medical Research Fund, for 
research under the supervision of Dr. Gerty T. Cori, Washington 
University School of Medicine, St. Louis. 


Continued on page 54 





UROLOGY 


A combined full-time course in Urology, 
year (8 months). It comprises instruction in pharmacology: 
physiology; embryology; biochemistry; bacteriology and pathol- 
ogy; practical work in surgical anatomy and urological operative 
procedures on the cadaver; regional and general anesthesia 
(cadaver); office gynecology; proctological diagnosis; the use 
of the ophthalmoscope; physical diagnosis; roentgenological 
interpretation; electrocardiographic interpretation; dermatology 
and syphilology; neurology; physical medicine; continuous in- 
struction in cystoendoscopic diagnosis and operative instrumental 
manipulation; operative surgical clinics; demonstrations in the 
operative instrumental management of bladder tumors and other 
vesicle lesions as well as endoscopic prostatic resection. 


covering an academic 


OBSTETRICS and GYNECOLOGY 


A full-time course. In Obstetrics: lectures; prenatal clinics; 
witnessing normal and operative deliveries; operative obstetrics 
(manikin). In Gynecology: lectures; touch clinics; witnessing 
operations; examination of patients preoperatively; follow- -up in 
wards postoperatively. Obstetrical and gynecological pathology. 
Anesthesia. Attendance at conferences in obstetrics and gyne- 
cology. Operative gynecology on the cadaver. 





THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 
(ORGANIZED 1881) 


(The Pioneer Post-Graduate Medical Institution in America) 





FOR INFORMATION ADDRESS 
MEDICAL EXECUTIVE OFFICER, 345 West 50th Street, NEW YORK 19, N. Y. 


FOR THE GENERAL SURGEON 


A combined surgical course comprising general surgery, trau- 
matic surgery, abdominal surgery, gastroenterology, proctology, 
gynecological surgery, urological surgery. Attendance at lec- 
tures, witnessing operations, examination of patients preopera- 
tively and postoperatively and follow-up in the wards post- 
operatively. Pathology, radiology, physical medicine, anesthesia. 
Cadaver demonstrations in surgical anatomy, thoracic surgery, 
proctology, orthopedics. Operative surgery and operative gyne- 
cology on the cadaver 


EYE, EAR, NOSE and THROAT 


A combined full-time course covering an academic year (9 
months). It consists of attendance at clinics, witnessing opera- 
tions, lectures, demonstration of cases and cadaver demonstra- 
tions; operative eye, ear, nose and throat on the cadaver; h 
and neck dissection (cadaver): clinical and cadaver demonstra- 
tions in bronchoscopy, laryngeal surgery and surgery for -_ 
palsy; refraction; radiology; pathology; bacteriology; embpr, 
ology; physiology, neuro-anatomy; anesthesia; physical m 
cine; allergy; examination of patients preoperatively and 
follow-up postoperatively in the wards and clinics. Also re- 
fresher courses (3 months). 
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e complete-vitamin formula . 


e water miscible... 


e non-alcoholic... 


e inexpensive... 





i inte 


% Maulti-vi drops 


Each 0.6 cc. contains: Vitamin A 5000 U. S. P. units « Vitamin D; 1000 U.S 
Thiamine Hydrochloride 1.0 milligram « Riboflavin 0.4 milligram 
Pyridoxine Hydrochloride 1.0 milligram ¢« Panthenol* 2.0 milligrams 
Nicotinamide 10.0 milligrams « Ascorbic Acid 50.0 milligrams 


*a specially-prepared, more stable analogue of pantothenic acid. 


White Laboratories, Inc., Pharmaceutical Manufacturers, Newark 7, N. J. 


. P. units 
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i aaa ai i cnet tally 


a superior presentation 
of khellin 





a new and promising attack on the problem of anginal pain 


‘Eskel’ is an outstanding new coronary vasodilator... 


with a prolonged therapeutic action. 


Exhaustive pharmacological studies have shown that ‘Eskel’ 

has a considerably greater coronary dilating activity than 
aminophyllin in the isolated heart. (Eskel’s activity is reported 

to be at least 5 times the coronary dilating activity of aminophyllin.)' 
It has no demonstrable effect on the myocardium; 

a negligible effect only on blood pressure and pulse rate. 


Cardiologists have demonstrated that ‘Eskel’ gives marked relief 
to a high percentage of angina pectoris patients’’’ . . . and is 
of considerable value in chronic bronchial asthma.’ 


‘Eskel’ is packaged in bottles of 50 tablets. Each tablet contains 
a mixture of active principles, chiefly khellin, extracted from 
the plant Ammi visnaga, equivalent to 40 mg. of crystalline khellin. 


Smith, Kline & French Laboratories, Philadelphia 


1. Killam, K.R., and Fellows, E.J.: Federation Proc. 9:291 (March) 1950. 
2. Rosenman, R.H., et al.: J.A.M.A. 143:160 (May 13) 1950. 
3. Osher, H.L., and Katz, K.H.: Boston M. Quart. 1:11 (March) 1950. 


4. Kenawy, M.R., et al.: Eye, Ear, Nose & Throat Monthly 29:79 (Feb.) 1950. 
*Eskel’ Trademark 
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Through the years the name a 


RIB-BACK BLADE : 


has come to mean 


certain things to the 


SURGEON 








Bard-Parker regards the sale of 

B-P RIB-BACK BLADES as not the 

end of a transaction, but as the 
_ beginning of an obligation, 
shared equally by the factory 
and the dealer, to deliver to the 
buyer the utmost that has been 
built into those blades. 


Shar 


Ask Your Dealer 





BARD-PARKER COMPANY, INC. 
Danbury, Connecticut 
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INFLUENCE 


THE 
RECALCITRANT 
COLON... 





NEO-CULTOL encourages the restoration of 
normal colonic function without harsh 
cathartic action . . . establishes a more favor- 
able intestinal flora . . . counteracts in- 
imical putrefactive bacteria. 


Administration of NEo-cuLTot implants a 
potent culture of viable L. acidophilus in re- 
fined mineral oil jelly, achieving the desired 
results without griping, flatulence, or 
diarrheic movements. 






NEO-CULTOL 


L. ACIDOPHILUS IN REFINED 
MINERAL OIL JELLY, CHOCOLATE FLAVORED 


Abingen 





THE 
ARLINGTON 
CHEMICAL 
COMPANY 


YONKERS 1, 
NEW YORK 


Continued from page 50 
NORTH CAROLINA 


Dr. John T. Cuttino, Associate in Pathology, Duke University 
School of Medicine, Durham, has been appointed Acting Dean of 
the School of Medicine of the Medical College of the State of South 
Carolina, Charleston. 

Duke University School of Medicine, Durham, has been awarded 
an $8,400 grant by the Life Insurance Medical Research Fund for 
research by Drs. Philip Handler and Frederick Bernheim on_nutri- 
tional factors in experimental renal hypertension; and a $21,600 
grant for research by Dr. Eugene A. Stead, Jr., on the cardiac output 
and blood flow in various tissues. 

Duke University School of Medicine and Hospital, Durham, has 
been awarded a grant of $5,400 by the National Cancer Institute for 
the study of histogenesis of cervical cancer, under the direction of 
Dr. W. Kenneth Cuyler and Dr. Robert E. Seibels. 

Dr. Dan P. Boyett has opened an office in Ahoskie for the 
practice of pediatrics. 

Dr. J. S. Hiatt, Jr., Associate Superintendent, North Carolina 
Sanatorium, McCain, has been certified in pulmonary disease by the 
American Board of Internal Medicine. 

Dr. Jacob Thompson Bradsher, Jr., Milton, and Miss Shirley Viola 
Nunes, were married recently. 

Dr. Leon Polk Andrews, Wilmington, and Miss Doris Imogene Dow, 
were married recently. 

Dr. David T. Smith, Durham, was installed President, National 
Tuberculosis Association at the annual meeting held in Washington, 
District of Columbia, in the spring. 


OKLAHOMA 


Dr. James P. Dewar, Jr., New York City, has been appointed 
Assistant Professor of Pathology, University of Oklahoma School of 
Medicine, Oklahoma City, and Director of Surgical Pathology, Uni- 
versity Hospital. 

Dr. Clarence E. Northcutt, Ponca City, as President, presided over 
the Conference of Presidents and Other Officers of State Medical 
Societies held in San Francisco in June 

Five physicians recently presented Fifty Year Pins by the Okla- 
homa State Medical Association are Dr. F. L. Wormington, Miami; 
Dr. W. M. Gallaher and Dr. J. M. Byrum, Shawnee, Dr. H. Lee 
Farris, Tulsa, and Dr. John R. Callaway, Pauls Valley. 

Dr. Rene G. Gerard, Atoka, has moved to Durant. 

Dr. J. Howard Baker, Eufaula, has moved to Quinton 

Five Bartlesville physicians are building the Bartlesville Medical 
Center: Dr. H. C. Weber, Dr. George M. Tulloch, Dr. Forrest C 
Lawrence, Dr. C. L. Johnson and Dr. E. E. Beechwood. The 
physicians are operating as family practitioners and not as a clinic. 

Dr. Ned Burleson, Prague, has constructed the Prague Clinic, the 
most modern in Lincoln County. 

The Cowart-Bowie Clinic, Bristow, is doubling its size. Dr. O. H 
Coward and Dr. Carl Bowie are physicians associated in the clinic. 

Dr. J. P. Braun, Dr. William Finch and Dr. J. W. Ambrister 
of Hobart, have moved into a new medical clinic. 


SOUTH CAROLINA 


South Carolina Medical Association has installed Dr. W. R. Tuten, 
Fairfax, President; and elected Dr. J. Decherd Guess, Greenville, 
President-Elect; Dr. Duncan C. Alford, Spartanburg, Vice-President; 
Dr. N. B. Heyward, Columbia, Secretary; and Dr. J. Howard Stokes, 
Florence, Treasurer. Mr. M. L. Meadors is Director of Public Relations 
and Business Manager. 

South Carolina Academy of General Practitioners has elected Dr 

. L. Crawford, Lancaster, President; Dr. D. O. Winter, Sumter, 
Vice-President: Dr. H. W. Mead, Columbia, Secretary-Treasurer 
and Dr. Charies N. Wyatt, Greenville, a member of the Board of 
Directors to serve three years. The next meeting, the Annual 
Scientific Assembly, will be held in Columbia in October 





Medical College of the State of South Carolina, Charleston, has 
been awarded a $10,500 grant by the Life Insurance Medical Research 
Fund for research by Dr. Melvin H. Knisely on the effects of 


multiple small emboli on the central nervous system. 

Dr. Julian P. Price, Florence, formerly Secretary, South Carolina 
Medical Association, is a member of the Coordination Committee on 
Legislation of the American Medical Association. 

Dr. Hugh Smith, Jr., Greenville, became associated with his father, 
in the practice of medicine on July 1. 

Dr. Willard C. Hearin, Greenville, has become associated with Dr 
David Watson, limiting his practice to gynecology and obstetrics. 

Dr. George W. Brunson, Columbia, will spend two years at Cook 
County Hospital, Chicago, Illinois, taking a fellowship in radiology. 

South Carolina Obstetrical and Gynecological Society installed Dr. 
Henry W. deSaussure, Charleston, President: and elected Dr. J. M. 
Fleming, Spartanburg, President-Elect; and Dr. R. M. Dacus, Green- 
ville, Secretary-Treasurer. 

South Carolina Surgical Society has elected Dr. Roger G. Doughty, 
Columbia, President; and Dr. C. R. F. Baker, Sumter, Vice-President. 
Dr. William C. Cantey, Columbia, is Secretary-Treasurer. an 

Dr. Ben Neely Miller, Columbia, has been chosen Chief of Stall, 
Columbia Hospital. 





Cortinued on page 56 
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Oversize Treatment Table with Built-in Irrigator 


Designed both for beauty and utility, this table will give a lifetime 
of service because of its patented Steeline construction. Examine the 
illustration critically Note the modern, graceful lines that connote 
assurance and dignity.. Note the complete versatility, the many prac- 
tical, built-in features that are the result of advice received from hun- 
dreds of physicians. Aloe’s patented Steeline is a new and exclusive 
development in functional physicians’ office and treatment room furni- 
ture. Each Steeline unit has an electrically welded framework that 
cannot shrink or loosen in any climate; rounded, easily cleaned cor- 


ners, black base and top. Three coats of mar-proof eramel, elec- 





trically baked on to stay. Your choice of colors. 


Write today for full information and prices 
on Steeline Professi | Clinical Equip t 








[ A. S$. ALOE COMPANY Serving the medical profession since 1860 





1831 Olive Street . St. Lovis 3, Missouri 
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Each colorful, two-tone capsule pro- 
vides, in a dry, oil-free powder: 


a PHOSPHATE 

inhydrous)..... 0.45 Gm. ( 7 rains; 
BONE PHOSPHATE* .0.15 Gm. (235 ane 
VITAMIN A (Ester)... - 2,000 U.S.P. Units 
VITAMIN D (Irradiated 


Ergosterol) 400 U.S 
THIAMINE HCI ....... 3.00 a o 


RIBOFLAVIN... 3. 

NIACINAMIDE ae a: 
ASCORBIC ACID 30.00 mg. 
FERROUS GLUCONATE . 45.00 mg 
“FLUORINE CONTENT . 0,07 mg. 


No. fishy taste or odor. 


SUPPLIED: Bottles of 100. Available 
through all Prescription pharmacies, 


Samples and literature on request, 


Walker 


VITAMIN PRODUCTS, INC, 
MOUNT VERNON, W. Y. 
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Dr. John Hunter, who served a residency at Roper Hospital, Charles- 
ton, in the X-Ray Department, is now practicing in Florence 


rENNESSEE 


Tennessee State Medical Association at its annual meeting installed 
Dr. Ralph H. Monger, Knoxville, President; and elected Dr. Ernest 
G. Kelly, Memphis, President-Elect; Dr. R. H. Kampmeier, Secretary- 
Editor succeeding Dr. W. M. Hardy, retired; and Mr. V. O. Foster, 
Executive Secretary. 

Dr. Henry T. Clark, Jr., Director of Vanderbilt University Hos- 
pital, Nashville, for the past two years, has resigned and assumed 
duties as Administrator of the Division of Medical Affairs at the 
University of North Carolina, Chapel Hill, North Carolina. 

Vanderbilt University School of Medicine, Nashville, has been 
awarded a grant of $13,650 by the Life Insurance Medical Research 
Fund for research by Dr. Margaret E. Greig on the relationship 
between permeability and enzyme activity of heart tissue. 

Cumberland Medical Center, Crossville, which opened in the spring, 
is the first hospital to be completed in the state under the federal state 
construction program for medical institutions. Dr. Margaret Stewart 
and Dr. May Wharton are members of the medical staff. 

University of Tennessee College of Medicine, Memphis, has been 
awarded a $20,000 grant by the National Cancer Institute for a 
re-evaluation of existing cancer test and the development of a new 
one, the work to be under the direction of Dr. Douglas H. Sprunt. 

Dr. Hugh J. Morgan, Nashville, was elected President of the 
Association of American Physicians at its recent meeting held in 
Atlantic City. 

A Board of Medical Consultants as follows exercises general super- 
vision of the Oak Ridge Institute of Nuclear Studies at Oak Ridge: 
Dr. Wilburt C. Davison, Dean, Duke University School of Medicine, 
Durham, North Carolina, Chairman; Dr. George T. Harrell, Professor 
of Internal Medicine, Bowman Gray School of Medicine of Wake 
Forest College, Winston-Salem, North Carolina; Dr. Vernon W. 
Lippard, Dean, University of Virginia Department of Medicine, Char- 
lottesville, Virginia; Dr. Douglas H. Sprunt, Professor of Pathology, 
University of Tennessee College of Medicine, Memphis; and Dr. Robert 
B. Taft, Professor of Radiology, Medical College of the State of South 
Carolina, Charleston, South Carolina. 

Dr. Charles Hunter Heacock, head of the Department of Radiology, 
University of Tennessee College of Medicine, Memphis, was recently 
awarded a Doctor of Science degree by Bucknell University, Lewisburg, 
Pennsylvania, in recognition of his outstanding scientific achievements 

Dr. Thomas D. Moore, Memphis, was elected President, American 
Urological Association at the annual meeting in May. 


TEXAS 


The Gulf Coast area of Texas has organized a local chapter of the 
Texas Academy of General Practice, electing Dr. Stanley Ewing, Sinton, 
President; Dr. William C. Ghormley, Corpus Christi, President-Elect 
and Dr. William Horbaly, Corpus Christi, Secretary-Treasurer. 

Dr. Mabel G. Wilkin, New Haven, Connecticut, has been appointed 
Clinical Associate Professor of Psychiatry, University of Texas School 
of Medicine, Galveston. 

Dr. F. William Sunderman, formerly Professor of Experimental 
Medicine and Clinical Pathology in the Postgraduate Medical School, 
University of Texas, and Director of Clinical Research of the M. D. 
Anderson Hospital for Cancer Research, Houston, has joined the staff 
of the Communicable Disease Center of the Public Health Service and 
will be in charge of the Clinical Pathology Section of the Laboratory 
Services Division. 

Dr. Leonard J. Flohr, Jr., Dallas, and Miss Emma Lou Holcomb, 
Tulsa, Oklahoma, were married recently. 

Dr. Samuel D. Salem and Miss Sammye Lane, both of Dallas, were 
married recently. 

University of Texas, Anderson Hospital for Cancer Research, Hous- 
ton, has been awarded a grant of $26,300 by the National Cancer 
Institute for research by Dr. William O. Russell on tumor registry. 

Southwestern Medical School of the University of Texas, Dallas, 
has been awarded by the Life Insurance Medical Research Fund 4 
$7,035 grant for research by Dr. Arthur Grollman on the patho- 
genesis and treatment of hypertension. 

University of Texas Medical Branch, Galveston, has been awarded 
by the Life Insurance Medical Research Fund a $4,515 grant for 
research by Dr. George A. Emerson on the cardiovascular effects ot 
carnosine and the metabolism of carnosine in cardiovascular disease. 


VIRGINIA 


The Potomac Society of Anesthesiologists, composed of 100 phy- 
sicians of Virginia, West Virginia, the District of Columbia and Mary- 
land, at a business meeting held recently installed Dr. Donald H. 
Stubbs, Alexandria, President; and elected Dr. William E. Bageant, 
Washington, D. C., President-Elect; Dr. John J. Mattare, j: hevy 
Chase, Maryland, Vice-President: and Dr. Joel B. Hoberman, Arlington, 
Secretary-Treasurer. 


Continued on page 58 
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fi’: as 
_ (ut what bathe wi) wy Ky? 


“W hat's best for me in x-ray? What kind, how much?” The right answer to this 

















question is important... you'll have to live with it... work with it...depend on it. 
You'd like to keep your x-ray outlay at a minimum: still want to be sure that 


the equipment you buy can do all the things you'll need to do, now and later. 


In short, you’re at the point where it would be prudent to call for 
experienced counsel . . . and your local Picker representative is the man 
who can offer it to you. He’s analyzed and solved dozens of problems 
like yours. He’s primed to serve you, not pressured to sell you. In your 
own best interest call in your local Picker man before you come to 

any decision on any x-ray apparatus: then judge for yourself. 

Picker X-Ray Corporation, 300 Fourth Avenue, New York 10. 


(Branches and Service Depots in principal cities) 


be 


Fluoroscope the “Meteor” the “Century” the "1225" 






all you expect 





the “Constellation” 


these are some of the x-ray units in the wide Picker line 


oT 
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Continued from page 56 


Siersema, Associate Professor of Surgery, Medical 
College of Virginia, Richmond, was presented recently with an award 
for “distinguished professional service’ from the Panzer College of 
Physical Education and Hygiene of East Orange, New Jersey. 

Dr. Charles M. Caravati, Richmond, succeeds Dr. J. Edwin Wood, 
Charlottesville, as Governor of American College of Physicians for 
Virginia. 

McIntire Tumor Clinic at the University of Virginia Hospital, 
Charlottesville, was made possible by an endowment fund of $100,000 
given by Paul Goodloe McIntire, a native of Charlottesville, now of 
New York, it being a memorial to his second wife, who died of 
cancer. The clinic staff is composed of Dr. H. Rowland Pearsall, 
Director; Dr. W. H. Parker, Chairman of the Tumor Clinic Board: 
Dr. George Cooper, Jr., Dr. Charles Lupton; Dr. Norman Thornton; 
Dr. Byrd Leavell and about ten members of the University Hospital’s 
resident medical staff. 

Dr. Allen W. Freeman, a native of Lynchburg, now of Baltimore, 
Maryland, was recently awarded the honorary degree of Doctor of 
Science by the University of Richmond from which he was graduated 
in 1899. 

Alumni Association, Medical College of Virginia, Richmond, recently 


Dr. Reynold C. 


installed Dr. Donald S. Daniel, President; and elected Dr. Roshier W. 
Miller, Secretary; and Dr. Harvey B. Haag, Treasurer, all of Rich- 
mond. Vice-Presidents: Dr. Ramon Saurez, Puerto Rico (Medicine); 


Dr. Richard Lee Simpson, 
Richmond (Pharmacy); 
(Nursing). 

Dr. Charles L. Outland, Richmond, has been appointed a member 
of the Joint Committee on Health Problems in Education of the 
American Medical Association and the National Education Association 
for a term of five years. 

Contributions are being made to the Alumni Association, Medical 
College of Virginia, Richmond, to pay the remainder of the purchase 
price, restoration and maintenance of a War Memorial Medical 
College of Virginia Alumni Building which is to perpetuate a 
memorial to those of the College in all wars since its organization 
who died in defense of home and country. 


Richmond (Dentistry); Mr. R. R. Rooke, 
and Mrs. Sarah Daniel Faber, Lawrence 


WEST VIRGINIA 


Tuberculosis and Health Association will hold its 
Hotel West Virginia, September 20-21. 


West Virginia 
annual meeting in Bluefield, 


August 1950 


Dr. Walter E. Bundy, Jr., Oak Hill, has accepted a residency in 
pediatrics at the Medical College of Virginia Hospital, Richmond. 

Dr. James C. Quick, Clendenin, has accepted a residency in surgery 
under Dr. Guy Horsley, Jr., St. Elizabeth’s Hospital, Richmond. 

Dr. Don V. Hatton, formerly of Huntington, and recently connected 
with the Veterans Administration Hospital, Louisville, Kentucky, will 
serve as internist on the staff of the Oak Hill Hospital, Oak Hill. 

Dr. John D. German, formerly of Huntington, and now practicing 
in Clintonville, Wisconsin, has been appointed Consultant in Surgery 


at the 250-bed Veterans Administration Hospital, Iron Mountain, 
Michigan. 
Dr. H. W. Snodgrass, Spencer, has accepted a three-year residency 


in surgery at Jackson Memorial Hospital, Miami, Florida. 

At a meeting of the State Board of Health the following appoint- 
ments were approved by the Board: Dr. Alexander Carr, District No. 
2, Lewisburg; Dr. C. C. Coffindaffer, District No. 5, Romney; and 
Dr. B. S. Brake, District No. 3, Point Pleasant. 

Dr. Albert C. Esposito, Huntington, has been certified a diplomate 
of the American Board of Ophthalmology. 





Classified Advertisements 











SURGICAL RESIDENCY—General—Approved A.M.A. 1 year—Organ- 
ized teaching program—Salary, $150.00 plus full maintenance—Four 
(4) vacancies available—Apply: Chairman, Educational Committee, 
Mid State Baptist Hospital, 2000 Church Street, Nashville, Tennessee. 











INTERNS WAN’ rTED— Three (3) vacancies ‘Approved rotating intern- 
ship—good teaching program—Salary $100.00 plus full maintenance— 
Apply: Chairman, Educational Committee, Mid State Baptist Hospital, 
2000 Church Street, Nashville, Tennessee. 


Are you intere rested in a posi- 





OPPORTUNITIES FOR PHYSICIANS 
tion in one of our county or district health departments? Salary 
$5,600 to $7,200 with $70 a month travel allowance. Public Health 
scholarships available with liberal stipends. Men and women physicians 
eligible. Felix J. Underwood, M.D., Mississippi State Board of Health, 
Jackson, Mississippi. 








deficiency in the B vitamins. 


some of the important parts of vitamin B. 


Yeast supplies. 


pended upon to supply the missing parts. 


187 Sylvan Avenue 





Brilliant work has been done in separating and synthesizing 
As yet these parts, 
singly or together, need the unseparated balance and which in 
biological assays, nutritional and medical need, Dried Brewers’ 


Where the physician uses one or several of these parts for 
the temporary therapeutic value, VITA-FOOD genuine brewery 
grown, whole grain mash origin Dried Brewers’ Yeast can be de- 


OPTIMUM EFFICACY 


Dried Brewers’ Yeast is, everywhere, the accepted standard 
for the whole of Vitamin B; in child growth, for the independent 
vitamin B growth factor; for the promotion of lactation; in beriberi, 
pellagra; and in disorders due, either in part or in the main, to 
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Sin FOOD CO. 
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VITAMIN FOOD CO. INC. 


Newark 4, N. J. 
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POSTGRADUATE COURSE 
for the 


GENERAL PRACTITIONER 


Descriptive literature on 


Birtcher Electro Medical and Surgery—October 3, 4, 5, 1950 


Cardiology 





November 8, 9, 10, 1950 
Surgical Equipment, and its 


uses, will be sent promptly 


upon request. Meeting the following week. 


The BIRTCHER CORPORATION For further information regarding these courses 
5087 Huntington Drive, Los Angeles 32, Calif. write to: 


Director, Division of Postgraduate Studies 


4580 Scott Avenue 








Dermatology—December 11, 12, 13, 14, 1950 


Plan to attend the Cardiology Postgraduate 
Course and stay over for the Southern Medical 


Washington University School of Medicine 


Saint Louis 10, Missouri 




















ads 


G2) MATTERN X-RAY APPARATUS 


The Mattern line of X-Ray Equipment 
is complete from a portable unit to 
200MA and Therapy Units. There is 
a Mattern X-Ray Unit to fit your 
every requirement. 


Tailor your x-ray requirements to your 
actual x-ray needs. 














(Write us for further details) DGS-200-200-Rotating Anode Tube unit 


F. MATTERN MFG. CO. 


4637-59 North Cicero Avenue 


Chicago 30, Illinois 
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—— KFA 


Swedish Stainless Steel 
SURGICAL INSTRUMENTS 
Durability—Balance—Strength 
These quality instruments are now available 
to surgeons and hospital buyers from stocks 


in New York City through selected hospital 
and physician supply dealers. 


KIFA 


Instruments are handcrafted by Swedish instru- 
ment makers who have devoted their lives to this 
work. 











STERILE HIGH TITER 


GROUP SERA 


For ACCURATE 
CLASSIFICATION 


Improper classification, due to 
weak reacting testing sera or 
failure to differentiate A: from 
A: bloods may cause serious 
trouble— even fatalities. 

Our Grouping Sera are certified for HIGH 
TITER. Exclusively , Geeweces under the per- 
sonal supervision of B. H. Gradwohl 
for safe, efficient, accurate laboratory tech- 
nique. We invite your inquiries. 

Our sera are manufactured under Government 
License No. 160, N.L.H. These sera are Anti-A, 
Anti-B, and Absorbed Anti-A. Absorbed 
Anti-A serum is to differentiate between A: 
and A: bloods. Anti-M and Anti-N sera are 
used for blood spots and paternity work. Our 
Anti-Rh serum is manufactured by the Blood 
Bank of Dade County and must be used with 
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a viewing box. 


Write for a sam copy of 

«(FA The , ek hl yf rn nd 

P F : - a full of helpful hints on 

Instruments recognized as of the highest quality roved laboratory 


in Europe for 39 years now stocked in quantity ron nique. 3 
and distributed in the U.S. by G R rt] i] Ww 1] 4 | 
A. JOHNSON & COMPANY, INC. yl Arte 
(Sole distributors U.S. and Canada) R. B. H. Gradwohl, M. D.,Director 


: ¥ so 3514 Lucas Av. St. Louls, Mo. 
630 FIFTH AVENUE NEW YORK 20, N.Y. 























e Prompt hemorrhoidal relief 
e Effective decongestant action 
e Rapidly emulsifying base 
e No melting—no oily leakage 


e Keeps at room temperature 


N U M ORO! DAL suppositories 


Formula: 

Ephedrine hydrochloride. ................ 0.22% 

SE TPE ONT Se eee eT Cr 5.00% 
in a special emulsifying base. 

Average weight of 1 suppository—1.8 Gm. 
Numoroidal Suppositories are supplied in boxes of 
12, individually packaged in moisture-proof cello- 
phane. 


NUMOTIZINE, INC. 


900 N. Franklin Street . Chicago 10, Illinois 
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SANATORIUM 


ATLANTA, GA. 


A Medical Institution featuring com- 
plete hydrotherapy and other physical 
measures. 


THE ALCOHOL PATIENT is given special- 
ized treatment and instruction. 


Cardiac, Nutritional and Arthritic cases re- 
ceived. 





BLACKMAN-WALTON 


25 rooms of service and comfort—hotel type. 





John M. Walton, M.D. 


418 Capitol Ave., S. E., 4 blocks from the Capitol. 














Paul V. Anderson, M.D. 
President 


Rex Blankinship, M.D. 


Medical Director 


Associate 


John R. Saunders, M.D. 


Associate 


Thomas F. Coates, M.D. 


Associate 


Ernest H. Alderman, M.D. 


Phone 5-3245 ° ° 


A private psychiatric sanatorium 
offering modern diagnostic and 
treatment procedures — electro- 
shock, insulin, psychotherapy, 
occupational and_ recreational 
therapy—for nervous and men- 
tal disorders and problems of 
addiction. 


Westbrook is located on a 125 
acre estate of wooded land and 
spacious lawns, affording oppor- 
tunities for outdoor recreational 
activities. Illustrated booklet on 
request. 


Richmond, Virginia 
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ACUFF CLINIC 


514 West Church Ave. 
KNOXVILLE, TENNESSEE 


DIAGNOSIS, MEDICINE, SURGERY, ALLIED SPECIALTIES 





MODERN PHYSICAL MEDICINE and REHABILITATION DEPARTMENT 


The Clinic is equipped with 100 mgm. of Radium element and the latest type one 
quarter million volt constant potential X-Ray therapy equipment for the treatment 


of all forms of malignant diseases. 











a high theophylline content, ready solubility 
ampuls for rapid therapeutic effects in: 

powder 

suppositories Bronchial Asthma 


Paroxysmal Dyspnea 


d u b r n Cheyne-Stokes Respiration 
aminophyllin © 


(theophylline-ethylenediamine) 
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H. E. DUBIN LABORATORIES, Inc. 250 €. 43rd st., New York 17, N.Y. 








“In the Mountains of Meridian” 


HOYE’S SANITARIUM 
Meridian, Mississippi 


Internal medicine, including diagnosis and _ treat- 
ment of nervous and mental diseases, alcoholics and 
narcotic addiction. Especially interested in giving 
narcotic cases gradual reduction. Convalescents, 
aged and infirm admitted. 

Shock Therapy, (Insulin, Metrazol, Electro Shock). 
Other approved treatments. Violent and non-coopeta- 
tive patients not accepted. 


A good place to spend a vacation. 
Write P. O. Box 106 or Telephone 3-3369 
M. J. L. Hoye, M.D., Superintendent 


Fellow of the American Psychiatric Association 








— 
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One of America’s Fine Institutions . . . 
| ? poet, Owensby, 


4 


Psychiatrist-in-Chief 


Atlanta Office, 
384 Peachtree Street 


Dr. Willis T. McCurdy, 
Attending Physician 


Dr. J. Rufus Evans, 
Attending Physician 


Elizabeth Hancock, 
Psycho-Therapist 


85 Consulting Physicians 
and Surgeons 





nd . wtiwetes 


Dedicated to the Scientific Treatment of Nervous and Mental Disorders . . 
... Ina Setting of Inviting Friendliness and Simple Grace . . . Elevation 1,200 Feet 


Reservations Necessary 
BROOK HAVEN MANOR SANITARIUM 


STONE MOUNTAIN, GA. 


We do not treat acute alcoholic intoxication or narcotic addiction 
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APPALACHIAN HALL 


ASHEVILLE, NORTH CAROLINA 


An institution for rest, convalescence, the diagnosis and treatment of nervous and mental disorders, 
alcohol and drug habituation. 

Appalachian Hall is located in Asheville, North Carolina. Asheville justly claims an unexcelled 
all year round climate for health and comfort. All natural curative agents are used, such as 
physiotherapy, occupational therapy, shock therapy, outdoor sports, horseback riding, etc. Five 
beautiful golf courses are available to patients. Ample facilities for classification of patients. Rooms 
single or en suite with every comfort and convenience. 


For rates and further information write Appalachian Hall, Asheville, N. C. 
Wm. Ray Griffin, M.D. M. A. Griffin, M.D. 
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TUCKER HOSPITAL, INC. 


212 West Franklin St. (Corner of Madison) 


RICHMOND, VIRGINIA 


This is a private Hospital for the Neuro- 
logical Practice of Drs. Beverly R. Tucker, 
Howard R. Masters and James Asa Shield. 


The Tucker Hospital is for the treatment 
of nervous and endocrine diseases. There 
are departments of massage, medicinal exer- 
cises, hydrotherapy and physiotherapy. The 
Hospital is large and bright, surrounded 
by a lawn and shady walks, large verandas 
and has a roof garden. It is situated in 
the best part of Richmond and is thoroughly 
and modernly equipped. The nurses are 
specially trained in the care of nervous cases. 


St. Elizabeth’s Hospital 


Richmond 20, Virginia 


STAFF 
Guy W. Horsley, M.D.__..__.........General Surgery 
& Gynecology 
Leroy Smith, M.D... Plastic and General Surgery 
D. Coleman Booker, M.D.______.......General Surgery 
& Gynecology 
Austin I. Dodson, M.D... nsmiaiicbaicataedl Urology 
Chasies BM. Neleon, 82.2... Urology 






Douglas G. Chapman, M. 
Elmer S. Robertson, M.D... 
Fred M. Hodges, M.D. ‘ 4 By 
L. O. Snead, M.D._...___..._...___..__._ Roentgenology 
Hunter B. Frischkorn, Jr., M.D... Roentgenology 
Randal A. Boyer, M.D._________ Roentgenology 
Howell F. Shannon, D.D.S........_Dental Surgery 
Helen Lorraine PRGA Ei Medical Illustration 


...Internal Medicine 
......Internal Medicine 
R 1 








Administration 
N. E. PATE, Business Manager 


The operating rooms and all of the front bedrooms 
are completely air-conditioned. 


School of Nursing 
The School of Nursing is affiliated with The Johns 


Hopkins Hospital School of Nursing for a three- 
months’ coyrse each in Pediatrics and Obstetrics. 


Address: Director of Nursing Education 











ALLEN’S INVALID HOME 
Established 1890 
MILLEDGEVILLE, GEORGIA 


For the treatment of 
NERVOUS AND MENTAL DISEASES 
Grounds 600 Acres — Buildings, Brick 
Fireproof — Comfortable — Convenient 
Site High and Healthful 


E. W. ALLEN, M.D. H. D. ALLEN, M.D. 
Department for Men Department for Women 


Terms Reasonable 








CITY VIEW 
SANITARIUM 


For the diagnosis and treatment of 
nervous and mental disorders, and 


addictions to alcohol and drugs. 
Established 1907 


NASHVILLE, TENNESSEE 
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HILL CREST SANITARIUM 


FOR NERVOUS AND MENTAL DISEASES AND ADDICTIONS 


Insulin and Electro-Shock Therapy used in Selected Cases. Gradual Reduction Method used 
in the Treatment of Addictions. 
Established in 1925 
Thoroughly modern in architecture and construction. Eight departments—affording proper classification of patients. 
All outside rooms, attractively furnished. Several bathrooms and rooms with private bath on each floor. Also a 
spacious sun parlor in each department. Located on the crest of Higdon Hill, 1050 feet above sea level, overlooking 
the city, and surrounded by an expanse of beautiful woodland. Ample provision made for diversion and helpful 
occupation. Adequate night and day nursing service maintained. 


James A. Becton, M.D., Physician-in-charge James Keene Ward, M.D., Associate Physician 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phones 9-1151 and 9-1152 























THE CARROL TURNER SANATORIUM 


MEMPHIS, TENNESSEE, Route 6, Box 288 


For the Diagnosis and Treatment of Mental and Nervous Disorders 


Located on the Raleigh-La Grange Road, five miles east of the city limits. Accessible to U.S. 70 (the Bristol High- 
way). 53% acres of wooded land and rolling fields. Equipment new and modern, including the latest equipment for 
electro-shock, physical and hydrotherapy. Special emphasis is laid upon occupational and recreational therapy under 
the supervision of a trained therapist. An adequate nursing personnel gives individual attention to each patient. 
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new evaporated milk 
and Dextri-Maltose \ Hl 
formulas for infants =~ \ ¢~ \ 





MEAD JOHNSON & COW 


MEAD'S jl : 
SS \ 






EVAPORATED 
WHOLE MILK and DEXTRI MAL TOS 


FORMULA FOR INFANTS <P ~ 


Was 











MEAD JOHNSON & CO 
EVANSVILLE. IND. USF 


FOR ALMOST FOUR DECADES physicians have recog- 
nized the merits of infant-feeding forraulas of cow’s 
milk, water and Dextri-Maltose*. 


Liquid In LACTUM and DALACTUM, Mead’s brings new 
Formulas convenience to such formulas—for LACTUM and DA- 
Convenient LACTUMare prepared for use simply by adding water. 
° LACTUM, a whole milk formula, is designed for 
Simple to full term infants with normal nutritional needs. 
Prepare DALACTUM is a low fat formula for both premature 
Nutritionally and full beater pacer with poor a ae 
Seead are generous in protein. #T.M. Reg. U.S. Pat. Off. 


oy 
MEAD JOHNSON & CO. 


EVANSVILLE 21,IND.,U.S.A. 
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for the pain, 
depression and CRAMPS 
of DYSMENORRHEA 







*‘Edrisal’ does more than relieve 
the pain and lift the mood of your 
dysmenorrhea patient. Because it contains 
*Benzedrine’ Sulfate, ‘Edrisal’ also works to 
relieve the cramps so often associated with 
. this painful period. Janney has observed: 
“The most satisfactory antispasmodic drug 
for use in spastic dysmenorrhea is, 

in my experience, Benzedrine Sulfate . . .”’* 


“Benzedrine’ Sulfate . . . 2.5 mg. 
(racemic amphetamine sulfate, S.K.F.) 
Acetylsalicylic acid . . . 2.5 gr. 
Phenacetin . . . 2.5 gr. 


>’ Edrisal 


Dosage: Two tablets, repeated every three hours, starting two days before men- 
struation. Smith, Kline & French Laboratories + Philadelphia 


“Edrisal’ and “Benzedrine’ T.M. Reg. U.S. Pat. Off. 
*Janney, J.C.: Dysmenorrhea, Medical Gynecology. Philadelphia, W.B. Saunders, 1945. 





Rapid, sustained relief follows topical application 
of CALADRYL—the soothing new calamine-type 
antipruritic lotion containing BENADRYL® 


LADRYL 


TRADE MARK 


effective: CALADRYL effectively relieves sunburn and itching, 
Benadryl hydrochloride (1%), calamine, camphor, glycerin 
and other ingredients are blended in a soothing lotion 

for effective antihistaminic and antipruritic action. 


pleasant: CALADRYL is pleasant to use. Faintly perfumed, 
its light flesh color is cosmetically inconspicuous. It does not 
rub off but washes off easily. 


versatile: CALADRYL has many uses. It soothes sunburn’s 
itching and burning. Prickly heat, diaper and cosmetic rash are 
readily relieved as is the itch associated with hives, insect bites, 
poison oak, poison ivy, measles, chicken pox, contact 
dermatitis, and minor skin affections. 








